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ACETONEMIA—ACIDOSIS— 
ALKALOSIS* 





JOHN PURL PARSONS, M. D. 
ANN ARBOR, MICH. 


I wish to discuss acetonemia from two points 
of view, namely, the role played in acidosis 
and the role played in intoxication. In -con- 
junction with this I also wish to consider the 
clinical relationship of these conditions to al- 
kalosis, and point out a danger that may easily 
come from mistaking one for the other. The 
term acidosis is one that, at the present time. 
is very loosely employed, especially in clinical 
medicine. It is used, for the most part, to in- 
dicate that acetone bodies have been found in 
the urine, or that acetone has been detected on 
the breath. The presence of these bodies is 
often looked upon as a serious complication in 
the course of a disease. But in reality, they 
occur very frequently during the course of the 
infectious diseases of children, especially the 
respiratory group, without apparently produc- 
ing untoward results. They also occur in star- 
vation, most of the gastro-intestinal upsets, 
whether due to an unbalanced ration or to 
overfeeding, and in cases of vomiting and diar- 
rhoea. From this we can see that acetonuria, 
which implies acetonemia, occurs with about the 
same regularity as fever or pain does in many 
of the ordinary infectious diseases. A moderate 
fever is rarely looked upon as dangerous, and 
pain is undoubtedly considered less harmful. 
Pain or hyperpyrexia are common symptoms 
but may develop to such a degree that they 
themselves may cause death. 


From another point of view acidosis is often 
thought of as a condition where acids are 
constantly being produced. If that is the case 
we may say, that our bodies are in constant 
state of acidosis because acids are being formed 
every minute of our lives in the process of 
Metabolism, and the body is constantly making 
every effort to maintain neutrality. In cases 
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where there is an unbalanced ration, several 
grams of acetone bodies may be excreted daily 
in the breath and in the urine. 

We know how the slightest alteration in re- 
action affects some of our chemical tests, say 
nothing of enzyme action, surface reaction, 
and the more delicate protoplasmic processes. 
The extreme sensitiveness of the organism to 
any change in Hydrogen-Ion concentration be- 
comes even more striking when we learn the 
narrow range which is compatible with life. 
From the viewpoint of reaction, ordinary tap- 
water is generally too alkaline and the same 
water distilled is too acid to be comnpenatne 
with life. 


Knowing that such acids as sulphuric, phos- 
phoric, carbonic, and in addition numerous 
organic acids are being constantly formed as 
intermediate products of metabolism, and that 
the blood maintains its normal reaction with 
a marvelous regularity in spite of them, we 
can appreciate how efficient the mechanism for 
moderating the changes in Hydrogen Ion con- 
centration must be. 

This mechanism does in fact exist, and has 
been explained chiefly by the work of L. J. 
Henderson (1) (1909). 

In a general sense the alkali reserve of the 
blood includes not only the bicarbonate, but 
other blood buffers such as phosphates and 
proteins. Besides this the blood buffers of the 
tissues and body fluids outside the circulation 
all become available when the blood is flooded 
with acid. (VanSlyke and Cullen 1917) (2). 
Furthermore, it is not to be supposed that it 
would be desirable that these changes should be 
entirely neutralized, even if it were possible. 
For instance, the sensitiveness of the respira- 
tory centre to slight increase of Hydrogen Ion 
concentration serve to get rid of the two im- 
portant products of catabolism, namely, carbon 
dioxide by increased ventilation and lactic acid 
by increased supply of oxygen. (Bayliss) (3). 

(Howland and Marriott) (4) points out 
four lines of defense within the blood itself. 
Of these, (Henderson) (5) considers the blood 
bicarbonate as the first line of defense. It 
contains the only alkali’ that can neutralize 
acids without a fall in Hydrogen lon concen- 
tration. 








228 


In the process of neutralizing acids, one 
molecule of bicarbonate is necessary for every 
molecule of acid. The acids are carried to 
the kidney in some such combination, but if 
excreted as such the alkali would be rapidly 
depleted. As we already know, the kidney 
excretes an acid urine from alkaline blood. 
Therefore, it is obvious that the kidney pro- 
vides a process by which alkali must be saved. 
In so doing the kidney removes acid phos- 
phate and thus saves the alkali. The acid 
phosphate later reacts with carbonic acid and 
yields as one of its products sodium bicarbon- 
ate. In this way the supply of alkali for re- 
serve is kept renewed and in that process we 
have a second line of defense. 

The organism possesses a still further means 
of maintaining neutrality and that is by the 
production of ammonia. In normal metabolism 
small amounts of ammonia are constantly being 
formed and used in neutralizing acid products. 
If we have an increased production of acid 
products, the body produces more ammonia 
and thus we have another way of maintaining 
neutrality. 

Proteins are called upon as a still further 
or fourth means of defense. The proteins can 
be either electro negative or electro positive. 
Thus, they may combine with either the excess 
acid or alkali and again help maintain com- 
pensation. 

As a regulator over the above scheme is 
placed the respiratory center. We know the 
remarkable sensitiveness of this center to any 
slight change of Hydrogen Ion concentration. 
As the carbonate is used up the CO2 piles up 
in the tissues and acids fail to be completely 
oxidized due to lack of oxygen. This condition 
gives an immediate response from the respira- 
tory center which tries to further compensate 
by deep breathing or increased ventilation. Thus 
we add a very important line of defense. 

We also know that water is both a weak acid 
and a very weak base, that is, it is an “ampho- 
teric electrolyte.” In other words, it can dis- 
sociate either as electro negative or electro 
positive. This property furnishes a still further 
means of defense. 


From what has been said we can all readily 
see that there must be various degrees of acido- 
sis. At once it becomes clear that the mere 
spilling over of acetone bodies does not neces- 
sarily mean acidosis because this condition 
may be entirely compensated for by the body 
and the patient suffers no ill effects. On the 
other hand the alkali may be temporarily re- 
duced and yet we may not have a true acidosis 
because the condition may be entirely com- 
pensated for by increased ventilation and other 
processes. In fact an increased ventilation may 
develop on top of a slight acidosis and continue 
until the condition swings completely over 
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into an alkalosis. Therefore, there is no sharp 
line of demarcation that marks beginning of 
acidosis or alkalosis. (VanSlyke) (6) points 
out nine degrees of acidosis which fuse more 
or less into one another. So it becomes obvious 
that mere spilling over of acetone bodies into 
the urine and breath does not mean acidosis. 
Their presence, however, serves as a signal 
that metabolism is faulty and that a condition 
exists that can induce a considerable draught 
on the alkali reserve. 

The acetone group is one of the acid groups 
that attack the alkali. It is possible to have a 
very severe acidosis brought about by other 
products (many yet unknown) and no acetone 
or diacetic acid be present in the urine. Holt 
and his co-workers (7) in their extensive stud- 
ies on the sodium balance in diarrhoea have 
shown that there is an excess of sodium in the 
stools in these cases, which points to a depletion 
of the alkali reserve. These cases showed no 
presence of acetone or diacetic. 

This all goes to show that we cannot diag- 
nose acidosis from the mere presence of acetone 
bodies in the blood, or its avenues of exit from 
the blood. Furthermore, a single determina- 
tion of the blood alkali is also inadequate. The 
latter estimation may be sufficient to indicate 
whether the available alkali is normal or ab- 
normal—but it does not tell you the entire 
state of the acid-base balance which is necessary 
in making a diagnosis of acidosis. 

It is not the purpose of this paper to go into 
the technical means of determining the exact 
acid-base balance. Suffice it to say, that in 
order to diagnose that status, more than one 
variable must be determined. The acid side 
can be expressed by the CO2 tension. The 
ratio between the acid and base expresses the 
Hydrogen Ion concentration. Thus, we have 
really three variables as pointed out by Van- 
Slyke. Any two of these would serve to locate 
a point and tell whether it falls in the normal 
zone or in some of the abnormal zones as es- 
tablished by VanSlyke. Such determinations, 
however, are too time consuming to be of gen- 
eral use. 


Notwithstanding this, we have a considerable 
source of information at our hands if we only 
use it. First, acetone bodies in the urine or 
in the breath indicate a faulty metabolism 
and serve as a signal. Second, increase am- 
monia output indicates increased acid produc- 
tion and serves as a signal. Third, a blood 
CO2 determination tells us the amount of avail- 
able alkali. A depletion of the alkali should 
at once indicate the line of treatment, and, an 
increase in amount of the alkali reserve should 
certainly guard against further use of alkali. 

As soon as the alkali reserve drops, the body 
tries to compensate by deep breathing, there- 
fore, hyperpnea has been considered the chief 
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clinical sign, and by some, the only clinical 
sign. In addition, these patients are frequently 
in semi-stupor and generally vomit everything 
given them. Associated with this we have 
red lips, cheeks flushed and great thirst. In 
alkalosis the picture is essentially the same 
except for a superimposed tetany. 

In cases of acetonemia there is often a type 
of breathing that closely simulates hyperpnea 
while the rest of the picture is essentially the 
same except for acetone in the breath. 


A patient that shows a true hyperpnea, that 
is, excessively deep breathing, involving the 
accessory muscles of respiration, as a general 
rule, show a lowered alkalin reserve. Hyperp- 
nea, however, is often confused with slow 
breathing which automatically becomes deeper 
than normal. When we consider the number 
of things that produce slow breathing we can 
readily see how it may confuse the picture. 
Thus we have many drugs that produce slow 
as well as deep respiration, namely, chloroform, 
morphine, ether, alcohol, chloral, veronal, tri- 
onal, aconite, and antimony. We are all famil- 
iar with the deep slow respiration sometimes 
seen in anesthesia, and we also know the bad 
effects from such over ventilation when con- 
tinued throughout the operation. 


In alcohol intoxication respiration is also 
slowed and often approaches an hyperpnea. 
Little attention is given to this sign in alcoholic 
drunkenness because the diagnosis is obvious 
without it, and rarely does a differential diag- 
nosis have to be considered. 


In addition to drugs, conditions producing 
cerebral compression will cause a- slowed res- 
piration, namely, brain tumor, cerebral hemor- 
rhage, cerebral abscess, meningitis and ence- 
phalitis. Furthermore, shock or collapse from 
severe injury or sudden onset of any acute 
illness, and operations may produce the same 
slowed type of respiration. Again a patient in 
a hysterical attack may take on exaggerated 
slow and deep breathing. Also following an 
attack of epilepsy, the respiration is slow and 
deep. 

We recall how increased Hydrogen Ion con- 
centration stimulates the respiratory center and 
produces hyperpnea. Now suppose we have 
a case of alkalosis which is the reverse of 
acidosis as far as Hydrogen Ion concentration 
is concerned. In these cases breathing does 
not become shallow but becomes very slow, in 
tact there are intervals of apnoea, but every 
respiration is deep, the slower they are the 
deeper they become giving the picture of 
marked hyperpnea. 

It seems to me that now we can understand 
how difficult it. must be to diagnose anything 
but the most obvious case of hyperpnea. The 
diagnosis often resolves itself into a process 
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of deduction. Given a patient with normal 
blood chemistry, who suddenly develops an 
hysterical attack and begins to breath deeply; 
her blood will obviously very soon show an 
alkalosis. Again, if a normal patient is given 
a drug that reacts as mentioned, unless that 
drug splits into acid bodies, the resulting con- 
dition will be alkalosis. Furthermore, we may 
have various combinations of these etiological 
factors. Therefore, unless you have followed 
the case through its course it is impossible to 
absolutely distinguish acidosis from alkalosis 
except by blood CO2 and alveolar estimations. 

In treating these cases it is necessary to 
know the blood status, otherwise the treatment 
should be entirely preventive. It is obvious 
that the treatment in acidosis is sodium bicar- 
bonate, but as yet we have no way of calculat- 
ing the dosage. As a rule treatment at this 
stage of a disease process is urgent, usually a 
large dose of bicarbonate is given intraven- 
ously. Accordingly, we can see how easy it 
might be to swing the patient into an alkalosis 
and thus substitute one condition for the other, 
further disturb the acid balance, and accom- 


plish nothing. Because we at present have no 


way of determining the exact dosage, our treat- 
ment really becomes preventive. As soon as 
we get a signal of increased acid production or 
lowered CO2 alveolar air, even if compensated, 
we should give small doses of alkali in the form 
of soda by mouth. Of equal importance is 
water, because it is the medium through which 
all these reactions take place. 

It is obvious that in alkalosis sodium bicar- 
bonate is contra-indicated and in fact alkalies 
of any nature should be withdrawn and fluids 
forced. 


So far we have seen that acetonemia often 
seems to be apparently harmless, but does pos- 
sess one danger, that is, its power of lowering 
the alkaline reserve. This, however, only oc- 
curs in subacute cases. 

Acetone has another very important action. 
If one injects acetone into an animal he can 
produce drunkedness or an actual state of 
anesthesia, depending upon the dose. It has 
been shown that acetone has almost five times 
the intoxicating powers of alcohol, it also has 
an action similar to ether. These properties 
place it somewhere in the pharmological scale 
between alcohol and ether. None of us doubt 
that a child as well as an adult can develop a 
great tolerance to alcohol. In spite of the fre- 
quency with which it has been used, it is sur- 
prising how few times it has been recorded as 
the actual cause of death. Even ether mix- 
tures are drunk by some races with impunity. 
There is no doubt that they develop a tolerance 
similar to that developed to alcohol. On the 
other hand, none of us doubt that large doses 
of either drug would induce serious symptoms 
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if given to a child who has not developed a 
tolerance. 


Occasionally we see a picture of acetone 
intoxication which is not unlike ether drunken- 
ness. It is most commonly seen in children 
between 2 and 6 and especially well nourished 
children. From some dietary digression or 
some unknown cause the child is suddenly taken 
ill. Vomiting is usually the first symptom. 
This continues until he vomits everything that 
is given. In a very short time he may pass 
into a profound stupor. The urine output is 
often much diminished and occasionally anuria 
develops. The pupils are frequently found 
dilated, the lips cherry red, the cheeks flushed 
and the bladder distended. Before the patient 
passes into stupor, he usually complains of 
severe thirst, but he is unable to retain any- 
thing. There is often an associated fever of 
1 or 2 degrees. Breathing is often slow but 
it is deep and in this way it simulates that seen 
in alcohol or ether intoxication and is not un- 
like a true hyperpnea. The CO2 tension and 
the alkaline reserve are essentially normal in 
these cases, at least for the first 24 to 48 hours 
of the disease. At any rate the disturbance in 
CO2 tension or blood alkali found at this time 
does not seem to be of a sufficient degree to 
account for the symptoms. 


Widmark (8) and others as well as Dr. 
Cowie and myself have definitely shown that 
acetone defuses very rapidly through the body 
tissues. Furthermore, it is excreted for the 
most part by the lungs, only about 10 per cent 
being excreted by the kidneys. The estimation 
of the excretion of acetone by the lungs is of 
real value as it affords a simple method of de- 
termining the extent of acetonemia. The 
method is simple. The patient is merely asked 
to exhale or blow for a few minutes through 
a glass tube into a large test tube containing 
Scott-Wilson reagent. If acetone is present a 
faint to a deep opalescent cloud appears in a 
few seconds. The density of the cloud is rough- 
ly proportional to amount of acetone exhaled. 


If the process is largely one of diffusion, the 
concentration of acetone in the alveolar air will 
be in constant relationship to the concentration 
of the blood. To determine the exact amount 
in a given quantity of alveolar air, the prin- 
ciple is the same as above except that the mois- 
ture is removed from the air by calcium chloride 
and the air collected at the temperature of ice 
water. A liter of air is collected and bubbled 
through Scott-Wilson reagent. The density 
of the cloud is compared with the cloud pro- 
duced by a known amount of acetone. This 
is best done by using a nephelometer. Briggs 
and Shaffer (9) have shown that the amount 
of acetone in 100 c. c. of blood can be obtained 
by multiplying the amount contained in 100 
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c. c. of alveolar air by 340, a factor which they 
have determined. 

We have been able to show further in our 
animal work that glucose is distinctly antiketo- 
genetic. That is, if we inject a rabbit with 
a lethal dose of acetone, we can often save it 
by immediately following with 20 per cent 
glucose intravenously. We have tried to prove 
whether glucose in vitro is also antiketogenetic. 
To some extent the results we have obtained 
have been confirmatory of our animal work. 

Because of these facts, we treat our aceton- 
emia cases with glucose or some other mono- 
saccharide. Usually we give 20 to 50 c. c. of 
a 20 per cent glucose solution intravenously, 
depending upon the size of the patient. This 
procedure is usually followed by urination in 
the course of two hours, after which time the 
patient generally retains a small amount of 
fluid. Fluids are then continued by mouth in 
the form of five per cent glucose. In some 
cases the intravenous injection of glucose must 
be repeated. 

CONCLUSIONS 

1. Acidosis and alkalosis are disturbances 
in the acid base balance but in opposite direc- 
tions. Clinically the symptoms are the same 
excepting that tetany frequently occurs in al- 
kalosis. 

2. The treatment of acidosis should be 
prophylactic. Soda should be given in small 
doses by mouth. In this way a serious acidosis 
as well as the danger of inducing an alkalosis 
may be prevented. 

3. The term acetonemia means an abnormal 
amount of acetone bodies in the blood. Treat- 
ment is to give glucose which is antiketogenitic. 
To mild cases give it by mouth or rectum in 
form of five per cent solution. In cases of 
acetone intoxication give 20 per cent solution 
intravenously. Glucose, of course, is contra- 
indicated when the carbohydrate metabolism 
is at fault as it is in diabetes, 

4. In all cases water is essential as it is 
the medium through which all the exchanges 
take place.: 

5. There seems to be a condition induced 
by the factors at work producing acetone bod- 
ies in the organism which may be called acetone 


intoxication in contra-distinction to true 

acidoses. 
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DR COLE, (Detroit): If 20 per cent glu- 
cose solution is injected intravenously in the case 
of a normal dog, it will put the animal in acidosis 
in less than an hour’s time. Dr. Parsons did not 
mention the rate at which the glucose is injected. 
If you are going to inject the hypertonic solution 
it must be done very slowly or it will produce 
acidosis. Glucose is very important and essential 
in combating an acidosis, but we have to be ex- 
tremely careful not to give too large a dose or we 


will produce acidosis secondarily by the means used’ 


for correcting the condition. 


DR. GUY L. BLISS, (Kalamazoo): I would ask 
if it would not be possible to use a solution of glu- 
cose not so strong, thus avoiding the danger Dr. 
Cole has alluded to, and yet not call on the kidney 
to excrete an excessive amount. 


DR. R. S. ROWLAND, (Detroit): Clinically Dr. 
Parsons’ paper has been very interesting to me, 
for it is on a subject which has worried me more 
or less for years. A number of years ago I had in 
my practice a series of deaths of children ranging 
from 11% to 3 years, which from later experience I 
have considered to have been severe cases of 
acidosis. During all those early years we- used 
alkalies in the treatment of these cases and other- 
wise treated them symptomatically. These children 
developed a typical high temperature and died in 
24 to 36 hours. I remember one of those cases that 
had spasms which might have been of a tetanus 
character, so that possibly one of those cases might 
have been an alkoalosis and not an acetonemia. I 
believe there is definite value in giving small doses 
of alkalies in these acute infectious diseases in which 
the symptom of acidosis so frequently appears. In 
the last four or five years I have had none of these 
severe, fatal cases, and I wonder if this has not 
been because I have, not exactly routinely, but al- 
ways where I _ considered the possibility of an 
acidosis, given either sodium citrate or sodium ace- 
tate in small doses. I had one case of acidosis (it 
might not have been a pure acidosis) in which we 
gave repeated transfusions of glucose. "We were 
inexperienced in the use of this agent and had no 
definite data on dosage, but we gave her 10 per cent 
glucose. The point I want to bring out is that she 
would be in a comatose state with a definite hyper- 
nea. We administered from 150 to 300 c.c. of glucose 
over a period of 20-25 minutes. After the giving 
of this glucose she would come out from a deep 
coma, clear mentally, and begin to talk to us in 
almost a natural manner. This little girl died, pos: 
sibly from other causes. 


DR. D. MURRAY COWIE, (Ann Arbor): The 
new point Dr. Parsons has particularly brought 
out in his paper is what he calls acetone intoxica- 
tion. We know if a normal child is starved for a 
couple of days he will develop acetonemia, There 
will be acetone on the breathand in the urine; a 
lowering of the CO2 of the blood and alveolar air. In 
other words, a true picture of acidosis will occur. 
This may develop to quite a marked degree. 

Dr. Parsons has gathered together a group of 
cases of acetone intoxication, which, I believe, are 
the first to be reported. These patients developed 
the symptoms he has described with the presence 
of large amounts of acetone in the breath and in 
the urine, but without any lowering of the alkaline 
reserve. That is the point. For a long time it 
was loosely considered that patients with acetone 
in the breath and in the urine, were cases of acidosis, 
they really were not, unless the alkaline reserve 
had been severely attacked. I am particularly 
interested in the group of cases which Dr. Parsons 
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has reported. These cases are definitely benefited 
by the use of glucose. 


Another group of cases with which you are all 
familiar—difficult, puzzling cases—which cause a 
great deal of concern is that of so-called cyclic 
vomiting. We are accustomed to look upon these 
children as highly neurotic, and we usually tell 
the parents that the child will have these attacks 
two or three times a year until 14 years of age, or 
that after puberty the attacks will disappear. 
Thesse patients present the symptoms of acetone 
intoxication, or of a true acidosis. For many 
years I have been using glucose or some other 
monosaccharide in the treatment of these ,cases 
as a preventive measure. We give these chil- 
dren one tablespoon of granulated glucose a day. 
We have them take it with their meals. They can 
eat it dry, put it in their drink, or scatter it on 
their food. Although not able to say positively, 
I believe this is preventing the development of 
attacks of acidosis and cyclic vomiting, in quite a 
number of these children. This-is the preventive 
treatment that Dr. Parsons speaks of. 


DR. ROCKWELL KEMPTON, (Saginaw): Some- 
times we are able to see what we are looking for. 
I know that during the past two years Dr. Parsons 
has done a great deal of work on this subject. In- 
fluenced by his experience, during the past year I 
have been watching my cases especially closely for 
this particular point, and have been surprised to 
see the number of cases that showed signs or symp- 
toms of mild acidosis, which I am sure many of us 
have been passing by. ¥ 

DR. PARSONS (closing): In regard to Dr. Cole’s 
question we know from Dr. Woodyatt’s work that 
intravenous injection of large concentrated doses 
of glucose in a dog often produces death and has 
been known to produce a temperature as high as 
125 degrees F. Probably I made an error in stating 
the technique of treatment. What we virtually do 
in the very acute cases is to precede the glucose 
injection by an infusion of from 200 to 1000cc of 
saline, depending upon the degree of hydration. 
The patients I refer to, however, have not been sick 
long, generally dating from the afternoon before. 
As a result there is not much dehydration so one 
would be perfectly safe in giving such a patient 10 
to 20cce of a 20 per cent glucose solution intraven- 
ously and repeat that dose in a couple of hours if 
the desired result is not obtained. It should be 
borne in mind that we try to give small amounts 
of water by mouth every hour or half hour and if 
unable to retain we give Murphy drip, an infusion 
being resorted to only when we feel we have no water 
to draw on. 

Referring to Dr. Bliss’ question as to how fre- 
quently glycosuria occurs, I cannot answer that 
from the clinical side, but when we inject glucose 
into animals that have been previously rendered 
acetonemic, for some reason we do not get a gly- 
cosuria. Remember this is not the same as injecting 
a 20 per cent glucose solution into a normal who 
is not acetonemic. Dr. Cowie and myself have 
done considerable work along this point but do not 
wish to report until further research work has 
been done. If we should give a weaker solution 
of glucose as Dr. Bliss suggests we do not get the 
stimulating action on the kidney, namely: diuresis, 
which is one of the desired points in the whole 
treatment. 

Dr.. Rollin’s experience is very much like our 
own, that is, it is not necessary to use glucose 
intravenously except in severe cases. If a child 
gets an upset from one cause or another, associted 
with vomiting it is true he will retain weak solutions 
of alkali when he is unable to retain anything else. 
If the alkali is continued he will soon be able to 


retain his food and thus get the benefit of carbohy- 
drates in that way. ‘The treatment I refer to applies 
to the case which goes beyond this point. The last 
case Dr. Rollins refers to was probably complicated 
by a true acidosis. 


As Dr. Kempton points out, if one bears this 
picture in mind and is on the lookout for these 
cases, he will find them. 


In regard to Dr. Montgomery’s point, namely: 
stating that hypernoea is really the most important 
thing and the only reliable clinical sign of acidosis, 
I wish to say that if the clinician in this case will 
allow himself to be thoroughly checked up he will 
be surprised at the number of times he may be 
wrong. I recall a case in a large eastern clinic 
which manifested hypernoea, associated with stupor, 
thirst, and cherry red lips, that was diagnosed by 
the entire staff as acidosis. When checked up by the 
laboratory the case showed a definite alkalosis. 
To be sure this diagnosis was right not only a single 
alveolar air and blood CO2 determination was done 
but a complete CO2 dissociation curve was done. 
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If there is any region of the human anatomy 
that harbors more opportunities for pathologi- 
cal changes than the upper right quadrant, I 
am unable at present to recall it, for here are 
located either wholly or partially, constantly 
or occasionally, the liver, gall-bladder, right 
kidney, stomach, pylorus, duodenum, ilium, 
caecum, appendix, ascending colon, hepatic 
flexture, transverse colon and pancreas, together 
with their ducts, nerves and blood vessels. The 
tube and ovary are often times symptomatic- 
ally located here also and the mesentery and 
omentum are not entirely immune to neoplastic 
changes that produce many and varied signs 
and symptoms. Each structure mentioned is 
subject to disorders that may be either primary 
or secondary, simple or grave, purely confined 
to one viscus or complicated by associated 
lesions in one or more neighboring structures. 
We cannot wonder then that the variety of signs 
and symptoms from this area is at times ex- 
tremely complex and difficult of interpretation. 
The real cause for astonishment is that any- 
thing at all can be made out of this puzzling 
confusion. Add to all this the utterly worthless 
“history” that is usually elicited from the aver- 
age patient and we certainly find ourselves 
surrounded on all sides by a pathless jungle. 

Still there is beginning to break in certain 
directions a little light on some of the symp- 
toms and their underlying pathological changes, 
and we are beginning to corrolate pathology 
with symptoms and signs in a manner that 
promises to land us somewhere, whereby we 
may prove of some value to our patients, for the 
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welfare of the patient, we must remember, is 
our real goal in the study of any disease en- 
tity. 

I shall confine my remarks in this short paper 
to a few gastrointestinal conditions, with parti- 
cular reference to the biliary tract, for the 
gastrointestinal tract is the site of many di- 
sease changes, and reflexly is the complaining 
witness in many disorders of other structures 
as well. In the Mayo clinic about one patient 
in six complains on entering of some abnormal- 
ity of digestion, while in about one in every 
ten this is the cause for which he seeks relief. 
That the knowledge of symptoms and signs of 
obscure pathological upsets should be more 
generally and widely known even among medi- 
cal.men is evidenced by the fact that recently 
I have had referred to me as gastric ulcer cases 
(and I dare say my experience is not different 
from your own) one case of beginning tabes, 
one of chronic purulent cholecystitis with 
secondary pancreatic insufficiency, and one 
of splenic anemia. Cardiospasm is often mis- 
taken for carcinoma of the stomach, as is also 
gall-stones, especially with secondary achlor- 
hydria, as is often pernicious aenemia, amebic 
enterocolitis, and once to my knowledge, a case 
of typical sprue. I presume there is no one 
here who would have any real difficulty in 
diagnosing a typical text-book case of gall- 
stones, or typical attacks of gall-stone colic. 
Nor again would one of you hesitate in picking 
out a case of typical appendicitis, or of typical 
duodenal or gastric ulcer. But I venture to 
say that practically none of us would unhesi- 
tatingly classify an obscure case, with conflict- 
ing signs and contradictory symptoms, with a 
worthless history, and an involvement of two 
or more structures in the right upper quadrant 
and then stand up for the diagnosis while the 
surgeon elucidated the condition upon the oper- 
ating table. We do not see these cases “in the 
making”’ so to speak; when they come to our 
hands they have a long history of dyspepsia 
back of them and the condition is already far 
advanced. It is for us to unravel the tale if 
we can, and go backward over the path, often 
times ten, fifteen or twenty years or more. 
These problems are not simple then—they are 
most wonderfully complex and difficult to solve. 
But the surgeon may ask, “Why try to work 
these things out? Do an exploratory and fix 
up what you find. wrong—if an ulcer, do a 
gastroenterostomy; if a gall-bladder drain it 
or remove it and have an end of it.” That 
would most certainly be an easy way out and 
it would be the logical way—if a gastroenter- 
ostomy always cured the condition for which 
it was done, or if the drainage or the removal 
of the gall-bladder always cleared up the symp- 
toms of which the patient complained. It 13 


only for the reason that operations do not al- 
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ways cure that we owe it to ourselves and to 
our patients to exhaust every means at our 
command to ascertain just the extent and 
nature of the pathology in the case at hand, 
that we may intelligently select our cases, some 
for surgical and some for medical treatment. 
We all know that there are many cases that 
are primarily surgical, and I have no more 
patience with the internist who, knowing that 
a given patient’s only chances lies in the use 
of the knife, holds him for study at the patient’s 
risk, (as I once saw an eminent internist in an 
eastern city hold a case of Banti’s disease in 
his ward at the risk of a fatal hemorrhage to 
the individual because he wanted to study the 
case a few weeks longer) than I have for the 
surgeon who rushes into an operation a patient 
with a slightly elevated basal metabolic rate for 
hyperthyroidism, who can be cured by a couple 


‘of weeks of rest and common sense. 


I hold no brief for the internist as opposed 
to the surgeon—neither do I take up the cud- 
gel for the surgeon alone. I believe in the 
heartiest co-operation of both wherever this 
can be secured. Prejudice should be put aside 
where the welfare of the patient is at stake. I 
have no use for the “operator” but I will take 
off my hat in deference to what dear old Dr. 
DeNancrede was want to term “the medical 
man who operates.” 

Perhaps there is no one organ in the right 
upper quadrant that is more prone to disease 
of various kinds and degrees and which some- 
times exhibits more baffling symptoms than 
does the gall-bladder. Ina series of a thousand 
cases of such ailment there will be slightly more 
than two males to one female. Age will range 
from about 13 to over 75, the bulk of the cases 
coming between the ages of 30 and 60; average 
age from about 42 in females to 44 in males. 
On about 162 of the 1000 there will have been 
performed for relief of symptoms before reach- 
ing your office or mine, operations such as ap- 
pendectomy, cholecystostomy, and pelvic opera- 
tions; the last mentioned for the relief of real 
pathological conditions or for the relief of so- 
called “reflex” dyspepsias. Five patients will 
have been gastroenterostomized on general 
principles where the surgeon failed to discover 
a suspected gastric ulcer. Two hundred and 
six will give a history of typhoid fever; 180 
of measles; 146 chronic tonsillitis; 145 scarlet 
fever; 115 of pneumonia; 93 infected teeth; 
and in gradually lessening numbers appear 
chronic rheumatism, malaria, pertussis, la- 
grippe, mumps, diphtheria, chicken-pox, chronic 
sore throat and chronic bronchitis. In some 
of these gall-bladder trouble seems to date di- 
rectly from an acute infectious ailment. 

At laparotomy 509 of these patients will have 


cholecystitis with stones ; 434 cholecystitis with- 
out stone; 45 cholecystitis with “sandy bile”; 
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and 19 will have carcinoma, with or without 
stones. Cases without stones or sand will 
show various grades of inflammatory change 
while the symptoms will in many of these 
cases be fully as severe and as violent as in the 
stone cases. 

In 84 of these patients appendectomy will 
already have been performed and in the re- 
maining cases pathology severe enough to war- 
rant the removal of the appendix will be found 
in 682 instances. In the entire 1000 cases 
therefore the appendix will be abnormal in 766 
cases. There will be found enlarged glands in 
124 cases; chronic pancreatitis with enlarge- 
ment in 63 cases; enlarged liver in 73 cases; 
and the presence of peptic ulcer (gastric or 
duodenal) in 80 cases. If anything more is 
needed to indicate limitations in the diagnosis 
and prognosis of these cases I might add that 
there will be found adhesions to adjacent struct- 
ures in 489 instances, including cystic duct, 
duodenum, ampulla of Vater, stomach, omen- 
tum, colon, (hepatic flexure and transverse) 
liver, common duct, pancreas, heptic duct, an- 
terior abdominal wall, appendix and cecum. 

Many of these adhesions involve more than 
one structure alone as well may be realized 
when one stops to consider the mass of ad- 
hesions oftentimes encountered in operating 
on this viscus. We have come to believe that 
cholecystitis is an ailment that is, next to ap- 
pendicitis, the most frequent of all intra-ab- 
dominal disease conditions met with in practice, 
while in all text books it is still considered only 
in a vague and uncertain way. 

These figures are taken from Smithies’ study 
of 1000 cases of gall-bladder disease as met 
with in the Mayo clinic and at Augustana 
Hospital, Chicago. 

The pathological gall-bladder does not spring 
full-blown into being. The condition when 
first observed is generally the result of a pro- 
cess that has been present and has been going 
on for a greater or lesser length of time— 
perhaps for days, as in the acute cholecystitis 
cases, and perhaps for years as in most of the 
chronic ones. 

“The profession was a long time in learning 
that the early diagnosis of gastric carcinoma 
is a microscopical affair, a task for the path- 
ologist. No surgeon now has the audacity to 
pronouncce judgment upon the malignancy or 
non-malignancy of gastric ulcer at the oper- 
ating table unless the disease is far advanced; 
yet how many men even yet declare a gall- 
bladder as normal and healthy by merely feeling 
through an appendectomy opening and deter- 
mining whether or not it can be emptied by 
merely squeezing between the fingers, without 
so much as bringing it to the view of the eye. 
Simply because there is no obstruction to the 
forcing of its contents, by external pressure, 
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into the duodenum is no reason for inferring 
that the said gall-bladder is normally able to 
respond independently to the food reflex in 
the duodenum. The emptying of the gall- 
bladder is a complex nervous reflex, controlled 
by and dependent upon many factors, any one 
of which by its failure to respond may break 
the chain and bring about what we might well 
term a “physiological block.” 

In the gall-bladder we have four tissue layers, 
any one or more of which may become diseased 
as the result of infection. We know that the 
mucosa and the bile are infected in typhoid 
fever. We know also that the typhoid bacillus 
is quite a comparatively constant resident for 
a longer or shorter time following an attack of 
typhoid, sometimes for many years. Certainly 
from what we know of the typhoid organism 
the gall-bladder can hardly harbor this germ 
for years as in the case of typhoid carriers 
without suffering some ill effects, and without 
producing some changes in the mucosa of that 
viscus. If the typhoid bacillus can live here 
for years, why not other organisms, and we do 
recover very commonly, if trouble is taken to 
seek for them, non-hemolytic streptococci ; colon 
bacilli, staphylococci and fusiform bacilli from 
the bile of extirpated gall-bladders. Again, 
cultures may be positive from the gall-bladder 
wall and the contents of the gall-bladder be 
negative, or several organisms may be cultured 
from the enlarged lymph glands along the bile 
ducts. Sooner or later this condition passes 
from the primary stage (in those cases in which 
no reason for operative interference super- 
venes) into a chronic form which we term 
the “strawberry” gall-bladder. As yet the 
surgeon has no difficulty in expressing the 
contents through the ducts into the duodenum, 
but the gross and microscopical appearance of 
the mucosa, and the: character, color and con- 
sistency of the bile easily show us a serious and 
far advanced pathology in the cases which are 
operated upon at this stage. 


It is not necessary for me to go into the 
various graduations which lead through in- 
creased cholesterin content, excess of choles- 
terin crystals, bile sand, biliary calculi, and 
purulent or malignant degeneration. Suffice to 
say that adhesions may form at any stage, per- 
foration or rupture may supervene and call 
the surgeon to the scene and then the whole 
gamut of changes in pathology may be worked 
out from the recital of the chain of symptoms 
experienced previously by the patient. We 
then wonder why we failed to see the hand- 
writing on the wall. All of this panorama may 
be enacted within a very short space of time, 
a few weeks or months, but in the vast majority 
of instances the picture extends over years 
in length, the final stages being prevented from 
manifesting themselves by the death of the 
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patient from other causes. Stones may form 
in a few weeks or a few months if conditions 
are favorable. Instances are known and re- 
corded where the gall-bladder has been cleared 
of stones and drained, and a second operation 
within three months disclosed the gall-bladder 
again filled with stones, some being firmly im- 
bedded into fibrous spaces in the wall of the 
gall-bladder. 

The symptomatology of gall-bladder disease 
is at times varied and confusing. Even in 
cases where calculi are found there is often 
times nothing in the history that points to- 
ward any anomaly in the physiology of that 
viscus. Still, in such cases, which have been 
proven to have stones, close questioning will 
usually elicit afterward mild digestive upsets 
which, in view of the findings, cannot be at- 
tributed to anything else. Such histories may 
disclose attacks of mild or acute indigestion, 
“ptomaine poisoning” and the like. 

It seems to be the opinion among the laity 
and even among physicians that the obese per- 
son is most often likely to have gall-bladder 
disease and that the thin person possesses more 
or less of an immunity to such trouble. As a 
matter of fact, not more than 8 per cent of 
our 1,000 patients are what may be termed 
“fleshy.” About half show weight loss which 
may range from a few pounds to as much as 
75 pounds or more, the greatest loss, of course, 
being recorded in carcinoma subjects. Half 
the cases show neither loss nor gain. Belch- 
ing, aside from pain, is perhaps the most com- 
mon symptom, occurring in about 75 per cent 
of all cases, and is commonly associated with 
pyrosis or water-brash. Nausea occurs in a 
little more than a third of these cases. In one- 
third the appetite continues “good ;” in another 
third, “fair,” and in slightly less than a third, 
“poor.” 

Constipation is noted in about 60 per cent, 
while the bowels are regular in less than 30 
per cent. A small number, about 1 in 20, have 
persistent diarrhoea and this is usually asso- 
ciated at laparotomy with some anomaly of 
the pancreas. Occasionally diarrhoea may al- 
ternate with constipation. In about one pa- 
tient in four digestive disturbances are con- 
stant; in about half there are short intervals 
between frequent attacks, and in one case in 
five trouble is experienced only at widely sep- 
arated intervals. 


It is impossible before laparotomy to sepa- 
rate sharply cases of simple uncomplicated 
cholecystitis from those containing stones, for 
symptomatically they may present exactly the 
same type of picture. Jaundice is present in 
about 30 per cent of gall-stone cases and in 
slightly less than 25 per cent of those without 
calculi. This symptom, of course, depends 
upon obstruction to the flow of the bile, which 
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obstruction is present usually in either the 
common or the cystic duct and may be pro- 
duced by inflammatory swelling or lodging of 
a calculus. In a very small per cent jaundice 
is persistent. 

Pain is the outstanding and most charac- 
teristic symptom which is found in cases of 
gall-bladder pathology. It is found in about 
95 cases in every 100—constant in about 20 
per cent and intermittent in more than two- 
thirds. 


This may be due to many causes, stones, 


sand, occlusion of ducts by cell debris, tough 
mucus, twists of the gall-bladder, intestinal 
parasites such as round worms, twisting, kink- 
ing or adhesion of ducts to surrounding struct- 
ures. In stone cases the pain often ceases as 
suddenly as it comes on, though many cases 
without stones may require opiates for the 
relief of the severe colic distress. Heat may 
relieve some, perhaps the greater number, by 
external application or in the form of hot 
drinks. Many are relieved by vomiting, but 
even emesis may not be accompanied by any 
amelioration of the symptoms. Belching may 
help some, but this is at best only transitory 
and fleeting. Like gastric ulcer cases, relief 
may occasionally be obtained by ingestion of 
food, but this obtains only in about 7 per cent 
of cases, whereas in ulcer relief is experienced 
by about 75 per cent. This may be an im- 
portant diagnostic point in differentiating the 
two conditions, especially in young persons 
with hyperacidity but without ulcer. Pain may 
be of many kinds. It is described by the pa- 
tients as sharp, knife-like, sticking, doubling 
up, boring, or piercing in character in those 
subject to colic, while in others it may be a 
burning, dull ache or soreness. In about a 
third of the cases it is merely what is termed 
an “up-pressure,”’ or a sensation of bloating 
or fullness. Its location is usually in the right 
upper quadrant (74 per cent,) or it may be 
along either or both the right and left costal 
margins or in the costal angle or throughout 
the entire epigastrum. It may or may not be 
transmitted—in stone cases it is more apt to 
be referred elsewhere than in those without 
stones. It may be recorded in the right back 
or beneath the right scapula, under the right 
ribs, toward the left shoulder, sternum or 
naval. Sometimes it is manifested as a full 
feeling in the throat, causing difficulty in tak- 
ing a full breath. Abdominal tenderness is 
present about nine times in ten, but occasion- 
ally the gall-bladder is not tender in the pres- 
ence of very advanced pathology. 

_ The distended gall-bladder or an enlarged 
liver may be evident as an abdominal tumor, 
but this is comparatively rare. The urine is 
quite apt to show excessive bile pigment ; while 
clay-colored stools are even more commonly 
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found, generally intermittently (about 18 per 
cent). The chill, fever and sweat which we 
meet with in malaria and which have so often 
been described as symptoms of colic are in 
reality a comparatively rare phenomena. Vom- 
iting occurs in nearly half the cases, and in 
those with adhesions about the duodenum, or 
where distended gall-bladder or swollen liver 
or pancreas causes pressure, retention vomiting 
may be met. Gastric acidity as determined by 
test meal examinations may show nothing ab- 
normal, but it is our experience that in the 
cases of long standing where the infection of 
the gall-bladder is of low type of virulence, 
decreased acidity, both free or total, or entire 
absence of hydrochloric acid is often met. 
Achylia is present in about 20 per cent of all 
cases and is apt to be present in malignancy. 
If stagnation and retention in the stomach is 
found we may meet with lactic acid or even 
“Boas-Oppler”’ bacilli.. 

The X-ray is of distinct help in diagnosing 
gall-bladder disease. While stones are shown 
by roentgenograms in only about 20 per cent 
of instances were they are known to be pres- 
ent (George and Leonard of Boston claim a 
record vastly higher than this), yet ‘the thick- 
ened sclerosed gall-bladder wall filled with 
heavy pathologic bile can frequently be shown 
in outline as a distinct shadow. Many roent- 
genologists believe that any gall-bladder that 
can be shown on the plate is diseased and that 
the normal gall-bladder does not cast a shadow. 
That is a point that is not absolutely settled. 
In cases with adhesions, particularly about the 
duodenum, roentgenology of the stomach gives 
us important evidence, the discussion of which 
I have not time to go into now. 


I believe that a very great step in advance 
in the diagnosis of gall-bladder pathology was 
made by Meltzer in 1917 when he rediscov- 
ered the duodenal-gall-bladder reflex which 
had been described in 1894 by Doyon. In the 
short time since Meltzer’s article appeared the 
work has been taken up by Lyon and others 
with the result that some very interesting data 
has been collected and some very important 
facts elicited. For the technique of the pro- 
cedure, with which you are all doubtless more 
or less familiar I can only refer to the writ- 
ings of Lyon, Brown, Smithies, Sachs, Lesner, 
Friedenwald and others who describe it in 
greater or less detail. Its value as a diagnostic 
measure is what we are at this time most con- 
cerned with, and I cannot help but believe that 
this offers us a method of clearing up cloudy 
points in diagnosis in an increasingly large 
per cent of cases. This conclusion has been 
reached only after an experience covering be- 
tween 1,500 and 2,000 drainages. While it 
is too early as yet to pass upon its real value, 
and although some of its ardent supporters in 
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the early days of its use were perhaps too en- 
thusiastic over the procedure, yet the prepon- 
derance of evidence tends to show that it is a 
valuable instrument in unraveling the tangle 
of symptoms and signs in gall-bladder path- 
ology. Its true worth undoubtedly lies some- 
where between the almost “100 per cent per- 
fect” accorded to it by Lyon and his co-work- 
ers, and utter worthlessness as contended by 
those, particularly surgeons, who have had lit- 


tle or no personal experience with the work. - 


One must spend a long time to acquire a de- 
pendable technique, and. like basal metabolic 
work, correct interpretation of results is only 
acquired after long and arduous study of many 
cases. Personally I believe it should be used 
largely as a corroborative procedure. Like a 
Wasserman reaction which as a positive find- 
ing has a value while a negative may mean 
nothing at all, so I believe one should not at- 
tach too much significance to a result which 
flies in the face of clinical signs and symptoms 
supported by a carefully worked out history. 


In conclusion then we may say that modern 
methods of approaching the study of gall- 
bladder disease are gradually, though slowly 
yielding valuable results in the earlier recog- 
nition of these cases, and with the earlier rec- 
ognition there must naturally follow earlier 
institution of rational treatment, which again 
will result in less morbidity, fewer surgical 
operations and a greatly lessened gall-bladder 
mortality. 

DISCUSSION 


DR. CLYDE 'E. VREELAND, (Detroit): Dr. 
Karshner has covered this subject so thoroughly 
that he leaves practically nothing to do except to 
evaluate it according to my own experience. 

In speaking of this subject we must keep in mind 
the large group of. cases in which, after we satisfy 
ourselves we have either gall-bladder disease or 
perhaps some complication of peptic ulcer, when 
we get into the abdomen we find nothing. A num- 
ber of patients, after the gall-bladder is taken out, 
or drainage is made, sometimes go on as formerly. 
So in evaluating these diseases in the right upper 
quadrant of the abdomen, I believe one should for- 
get the left lower quadrant of the abdomen and 
base the diagnosis along the line of a thorough 
examination of the stomach itself, the colon and 
kidney function, and trace it down in,a general way 
and come to the conclusion that all cases are not 
surgical. Gall-bladder disease ranks first in evalua- 
tion. I would place a large group of cases under 
the second class, and among these conditions of 
right upper quadrant distress, I would say the gas- 
tric cases take high rank. They would rank equally 
well with the cases of real gall-bladder disease. 
Then I would consider those things that cause 
colitis or spasm of the colon which may last for 24 
hours. Green foods, like too much ground corn, or 
fresh new potatoes may cause a condition not unlike 
that of paralytic ileus found in animals, due to 
carbohydrate fermentation, and causing a great 
amount of pain in the right side. Canned foods and 
foods of a similar nature frequently cause colitis, 
and bowel cramps may be produced by the exces- 
sive drinking of water. 
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usual for some people to drink six or eight bottles 
of pop on a hot day. 

Another factor of importance in the causation of 
right upper quadrant distress would be systematic 
diseases, and so immediately I would think of right 
upper quadrant distress as being due to localized 
or generalized disease, and think of the cases of 
congested liver due to heart disease, or to exoph- 
thalmic goiter, with a decompensated heart or lung 
diseases. Then I would think of systemic diseases 
like pneumonia, pleurisy, diaphragmatic pleurisy, 
with the pain center in the right side, 

Recently I saw a man who was operated on for 
gall-bladder disease whose symptoms were refer- 
able to the right side. Esophageal disease should 
be borne in mind, and the tenderness may be the 
same as in stomach diseases in the chronic cases. 
I think a good method of actually putting theory 
into practice, as in the cases that need surgery from 
the outside, is to begin with the stomach. 

As a valuable measure the essayist mentioned 
bile drainage. Bile drainage should never be done 
first. A careful history should be taken first, then 
the Ewald meal given, and if there is hypoacidity, 
the fractional test meal used, and cultures made 
of the throat to determine what kind of bacteria 
are there, and in cases of hypoacidity you will find 
infection in the stomach. Find out what a culture 
of the throat shows. Frequently there is leakage 
from the tonsils or the sinuses and through the 
stomach into the duodenum, and you may be get- 
ting cultures from the duodenum transplanted. 

I will mention a few things I have encountered 
which Dr. Karshner did not call attention to, such 
as small hernias in the linea alba; small pea-like 
veins upon the omentum or upon a small loop of 
bowel. Deformities in my experience are common 
in which one of the ducts becomes inflamed, and 
therefore small hernias and conditions about the 
foramen of Winslow are much more common. 


With reference to syphilis of the stomach, I had 
one such case last year. She was also operated on 
for gall-bladder disease two years ago. 


To summarize, we must be careful in chronic dis- 
eases where there is infection of the right upper 
quadrant not to confuse them with the results of 
some previous operation. In the chronic cases that 
come to the office, I find that most of them have 
had from one to fourteen abdominal operations done 


in order to get tone, relying on the removal of the 
pathology. 


The functions of the stomach, bowel, esophagus 
and kidney—all these things should be attended to 
first, and we must not forget the use of the X-ray. 
After the regular functional tests have been made, 
the X-ray should be brought into play last. Every 
gall-bladder condition can be diagnosed by excluding 
the bowel and the rest of the abdominal organs. 

DR. VEAZEY, (Detroit): This is an interesting 
subject that has been presented by the essayist. 
With the advent of the Meltzer-Lyon method of 
duodenal drainage as an aid in diagnosis and as a 
therapeutic measure, my own interest stimulated 
me to carry out some experimental work bacterio- 
logically to settle in my own mind whether or not 
a great deal of reliance could be placed on the bac- 
teriological. findings in connection with biliary 
drainage. Fifty-five border-line cases of abdominal 
disease were considered in this series. These cases 
were dyspeptic; they had tenderness over the gall- 
bladder in which, by the history, physical examina- 
tion, and laboratory examination and X-ray we were 
able to exclude symptoms of duodenal ulcer and 
other lesions of the gastrointestinal tract. These are 
the cases in which one would expect or hope, at 
least, to find out the particular trouble or dis- 
turbance by the Meltzer-Lyon method. We have had 
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a total of 55 cases, and of this number 31, or 56 per 
cent, showed duodenal cultures; 24, or 44 per cent, 
showed negative cultures. Of the positive duodenal 
cultures, we had 30 positives, a percentage of 97 
per cent; by the negative method and stomach cul- 
ture we only had 1, or 3 per cent. We found posi- 
tive cultures in 88 per cent, and by the negative 
method and stomach cultures there was 12 per cent. 
The number of negative and positive cultures was 
4, or 7 per cent. An interesting clinical fact in 
connection with these four cases is this: Those in- 
dividuals who had upper and lower dentures had 
them removed before the passage of the tubes. The 
positive findings in 31 cases gives one an idea of 
what was found in the mouth and stomach as com- 
pared with the type of organism, In case No. 2 
the staphylococcus was found in the mouth and 
stomach, with the staphylococcus in the duodenum. 
No. 4, with staphylococcus and bacillus in the 
duodenum. No. 7, staphylococcus and bacillus in 
the mouth, with only staphylococcus in the duode- 
num, and Nos. 8 and 9 the same. No. 13, staphylo- 
coccus in the mouth and stomach, and staphylococ- 
cus in the duodenum. Coming down to Case 45 
we have a bacillus in the mouth and duodenum. 
In Case No. 48, we have the staphylococcus in the 
mouth and duodenum. 

I am going to show you a slide showing a simi- 
larity in the types of organism one finds in the 
mouth and stomach as compared with the duodenum. 

Of the positive duodenal findings, 31, or 14 per 
cent, Showed positive duodenal cultures, with the 
same type of organism as shown in the mouth or 
stomach. Duodenal cultures showed 19 per cent; 
mouth and stomach cultures in 32 per cent. Of 
the negative duodenal findings, we had 24 cases in 
which we were not able to get duodenal growths, 
showing again this one fact that I do not think a 
great deal of absolute reliance can be placed on 
the bacteriological findings alone. However, I do 
not wish to be understood as saying that there is 
no value in the Meltzer-Lyon method, but it must 
be interpreted carefully. 


Here is a graphic chart (referring to chart). Posi- 
tive duodenal cultures, 31. Of the positive duodenal 
cultures or positive mouth and stomach cultures, 
we had 97 per cent, with only 1 per cent showing 
negative mouth and stomach cultures. On the 
other hand, the resume of what I have read explains 
the fact graphically. I read the positive findings, 
and I read the negative duodenal findings. The per- 
centage of the same type of organism is shown in 
the mouth, the throat and stomach as compared 
with the type of organism shown in the biliary 
acid percentages which are somewhat the same. 


This is a simple explanation of the charts. This 
is a case (referring to chart) on which a cholecys- 
totomy was done seven years ago, but now has a 
recurrence. She has the same gastrointestinal 
Symptoms she had previous to the time of opera- 
tion. I show this chart to show the difference in 
the type of organism one may find in the same 
cases. On the 12th of December we had a staphylo- 
coccus in the mouth and stomach, with staphylo- 
coccus in the duodenum. Coming down to the 19th, 
we found the staphylococcus in the tonsils and in 
the duodenum, and so on. I show this to explain 
the difference in the bacteriological findings that one 
may obtain in the same case. The same applies to 
the case of Mrs. J. W. Both of these were well 
defined gall-bladder cases. One of them had jaun- 
dice; the other had periodic attacks of gastro-intes- 
tinal disturbance, with all symptoms pointing to a 
recurrence of the old condition. 


This is the case of Mr. E. W., upon whom several 
duodenal drainages were done before operation. The 
patient was taken over by Dr. J. W. Vaughan of 
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Detroit, and my associate, Dr. Reed, and following 
the technic of drainage the patient came back to 
the office and a diagnosis was made of complete 
obstruction of the cystic duct, which was confirmed 
the next day on examination. Duodenal culture in 
this instance showed the staphylococcus. At opera- 
tion we found a stone obstructing the cystic duct. 

The next case was a woman, who, before opera- 
tion showed negative duodenal growth, and at oper- 
ation a laceration of the gall-bladder wall was 
found. A culture taken showed a streptococcic gall- 
bladder wall infection, 

The same thing happened in the next case of 
gall-bladder disease, showing the staphylococcus 
with the Meltzer-Lyon method of drainage, and at 
operation the streptococcus was shown. 

DR. BURTON R. CORBUS, (Grand Rapids): Some 
one has said that the only man who has perfect 
confidence in his diagnosis is the man who does 
not have his diagnosis checked up in the operating 
room or the dead-house. Those of us who have 
had to make diagnoses of conditions in the upper 
right quadrant of the abdomen and have had them 
checked up in the operating room have grown rather 
modest. Nevertheless, when I have a case which 
I am positive is an operative case and am a little 
doubtful of the diagnosis, I would rather gamble 
on the gall-bladder than anything else, because I 
feel it is a more frequent source of trouble in these 
obscure cases than anything we have to deal with 
there. 

I am sure we are missing these gall-bladder cases 
all the time; we are not having enough of them 
operated on. I feel we do not stress enough the 
fact of focal infection from which the patient is 
suffering, which is more apt, perhaps, to be a gall- 
bladder infection than a duodenal or tonsillar in- 
fection. I wish we could find some way to prove 
that. 

I must confess from my experience, which does 
not compare with that of Dr. Karshner, I have not 
had results in a diagnostic way from gall-bladder 
drainage I had hoped to find in my earlier en- 
thusiasm with it. In a frank gall-bladder case I 
have had corroborative results. In those cases in 
which I was in doubt I have failed. 


I just happened to think of an interesting case I 
had some years ago of a woman with frank gall- 
bladder trouble, who was operated on in Chicago by 
Dr. McArthur, She gave a history of having had 
typhoid 25 years before. She had not been exposed 
to typhoid in the weeks previous to her coming to 
Chicago for an operation. She was operated on. 
Culture of the gall-bladder disclosed the typhoid 
bacillus, and she promptly developed a frank case 
of typhoid fever which ran its natural ordinary 
course. . 


DR. KARSHNER (closing): Just a word regard- 
ing the Meltzer-Lyon method of drainage. I 
merely touched on that method in the diagnosis of 
these cases. To tell you the actual truth, I am not 
as enthusiastic after having done over 1,500 of 
these drainages as I was after the first 100. I be- 
lieve with Dr. Corbus we do not know enough about 
these cases that are operated on. We overlook 
something. I do not believe enough of these cases 
are operated on. A paper presented by Dr. Graham 
of St. Louis, last month before the American Society 
for Clinical Research in Washington, is of interest 
in this connection. He claims that the gall-bladder 
mucosa is never inflamed, never diseased of itself 
alone. Together with the mucosa, other layers of 
the gall-bladder are always found diseased, no matter 
at what stage the patient is operated on. Graham’s 
paper is presented from a surgical point of view, 
but at the same time there is a whole lot of value 
in it. He claims also that not only is the ’gall- 
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bladder infected and all the layers of the gall-bladder 
are infected, but there is also involvement of the 
common duct and of the hepatic ducts and of the 
liver; that many of these cases were proven by 
actual microscopic examination of sections of the 
liver tissue. He claims that small sections of the 
liver taken from these cases will show a coincident 
hepatitis; that there is also adenitis, and that there 
is in practically every one of these cases inflamma- 
tion of the head of the pancvyeas. In other words, 
he goes back to focal infection also and claims 
that infection from the gall-bladder probably travels 
by the lymphatics from somewhere along the portal 
system, from perhaps an ulcerative hemorrhoid that 
is infected, or an infected typhoid ulcer, or a gastric 
ulcer; that the lymphatic relationship of all these 
structures is so close and intimate that it is absolute- 
ly impossible for any one of the structures to become 
infected without involving the rest of them. 
When it is once established we have our vicious 
circle, and the only way, according to his belief, at 
least, to break up the circle is to extirpate the gall- 
bladder. In other words, I think he emphasizes 
one point at least correctly, that we cannot hope, 
with simple drainage, * to accomplish what a 
cholecystectomy will do. I think that accounts for 
the large number of cholecystectomies and chole- 
cystostomies which come back from the surgeon to 
the internist, after the lapse of six months, or a 
year, or two years. These cases return simply 
because extirpation of the gall-bladder does not 
remove the entire focus of infection. The infection 
extends beyond the gall-bladder, and when infected 
ducts and infected liver and infected pancreas are 
left, we cannot hope in all these cases at least, or 
in a reasonable percentage of them, for anything 
more than amelioration of the symptoms. 





PATHOLOGY, DIAGNOSIS AND 
TREATMENT OF ACUTE 
MASTOIDITIS 


ALEXANDER R. McKINNEY, M. D. 
SAGINAW, MICH. 


The mastoid antrum and cells are anatom- 
ically and physiologically parts of the middle 
ear and because of this fact the mastoid is al- 
ways involved to-a greater or less extent in 
every acute otitis media. We may even think 
of the mastoid cavity as an accessory sinus 
with its every portion normally in communica- 
tion with the air of the naso-pharyngeal cham- 
ber. The Eustachian tube is the drain pipe 
and ventilating tube of the ear and mastoid 
as, for instance, the frontal nasal duct 
functions for the frontal sinus. Closure 
of this tube results in blocking of the exudate 
and acute inflammation of the lining mem- 
brane. The pathology separates acute mas- 
toiditis into two classes. First, those cases 
with inflammation of the muco-periosteum, 
and second, those having in addition an osteo- 
myelitis. The first class of cases may recover 
with palliative treatment, while the second re- 
quires surgery. 

The infecting organism is of great impor- 
tance. Most of the army camps reported 
streptococcus hemolyticus as the most common 





MASTOIDITIS—McKINNEY 








JOUR. M.S. M.S. 





organism found, while Camp Shelby reported 
the viridans. The streptococcus muscosus 
capsulatus is perhaps the most dangerous. It 
is an eroding type of organism and especially 
liable to cause complications. It is also a dan- 
gerous infection because with all its virulence 
there may be practically no fever and only a 
minimum of pain. The streptococcic infec- 
tions are more serious than the staplylococ- 
cus. Pneumococcic infections combined with 
the micrococcus catarrhalis and streptococcus 
pyogenus infections demand operation, accord- 
ing to a recent article of Mundt. Pneumo- 
coccic infection is deceptive in that new foci 
may be forming while the original one is heal- 
ing; in other words, the middle ear may be 
negative to examination, but a dangerous mas- 
toiditis be developing. The streptococcus mu- 
cosus capsulatus may also deceive in that it 
may lie dormant or mildly active and suddenly 
flare up. 7 

The amount of discharge is usually pro- 
fuse and the amount alone tells us that there 
is more than could possibly come from the 
typmpanum, while with mastoiditis the sur- 
face involved has been estimated to be as large 
as the palm of the hand. When only the muco- 
periosteum is involved healing may take place 
spontaneously just as the tympanum itself usu- 
ally heals. Bone destruction requires more 
time to develop. 

DIAGNOSIS 


The handling of our patient rests on our 
differentiation from an external otitis and 
whether or not granting it is acute mastoiditis 
posterior surgery will be required. 

The classical signs and symptoms of acute 
mastoditis are: (1), aural discharge; (2), 
pain; (3), tenderness; (4), fever; (5), droop- 
ing of posterior superior canal wall. 

(1) Examination of the discharge gives 
important information, first as to the quantity 
and general character, second, the determina- 
tion of the infecting organism, and third, as to 
whether the pus contains bone debris. A very 
profuse discharge which persists instead of 
lessening after free incision of the membrane, 
points towards the necessity of posterior drain- 
age. For bacteriological examination the ear 
should be cleansed and an attempt made to ob- 
tain \the discharge as it comes through the 
opening from the middle ear, otherwise it will 
be contaminated. 

The finding of bone dust in the discharge is 
of great diagnostic value. Certain precautions 
in making this examination are necessary, in- 
asmuch as ordinary dust and dirt may simulate 
bone debris. The slide should not be left ex- 


posed to the open air, should be stained only 
lightly with hematoxylin, and should not be 
blotted. The ear may be syringed and the 
washing centrifuged to get the specimen. 
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(2) Pain is severe if the pus is under pres- 
sure. Pain, like the temperature when it per- 
sists or reappears after drainage, indicates re- 
tention of inflammatory products under pres- 
sure. Pain is not a reliable symptom in itself 
because, as has been stated in streptococcus 
mucosus capsulatus infection, for instance, it 
may be very slight. The pain of osteomyelitis 
is usually worse at night. In all the infectious 
diseases suppuration may occur with little or 
no pain. 

(3) Tenderness is usually marked with a 
thin cortex, and slight with a thick cortex, and 
we must guard against hypersensitiveness of 
the skin. Tenderness is usually looked for 
over the region of the supra meatal triangle, 
over the tip and over the emissary vein. In ex- 
ternal otitis the most sensitive spot is usually 
the tragus. 

(4) Fever, usually some, although it may 
be slight, or may go to 104 degrees or 105 de- 
grees. Absence of fever is no reason for think- 
ing the condition is not serious. In infectious 
diseases fever persisting after the general dis- 
ease indicates aural examination. 

(5) Drooping of the superior and pos- 
terior portion of the canal is usually consid- 
ered pathognomonic of serious trouble. 

There may or may not be swelling. Swell- 
ing may be of one of two classes. In children 
especially the swelling is greatest close to the 
auricle and high, obliterating the post-auricu- 
lar fold. In the other and more dangerous 
type the greatest swelling is further back. The 
former may fluctuate, the latter more indu- 
rated. 

I believe the diagnosis can usually be made 
by an intelligent consideration of these so- 
called classical symptoms. There are many 
other diagnostic aids to help us in the other 
cases. 

There is usually some leucocytosis, from 
11,000 to 18,000, with polymorphonuclears in- 
creased to 85 or 90 per cent. A sudden in- 
crease of the leucocytes, especially if related 
to an exacerbation of the clinical symptoms 
after an apparent improvement, is very im- 
portant. 

The fact that frequent incisions of the drum 
are necessary suggests the necessity of pos- 
terior drainage. 

The transilluminator I have found very help- 
ful in following the condition. Mastoid dis- 
ease always causes a shadow, but not all shad- 
ows are caused by mastoid disease, the sinus, 
for instance, causing a shadow sometimes. 

ransillumination may be good through the 
mastoid when the trouble is in the antrum. 
The transilluminator becomes much more use- 
ful if used routinely. An ordinary flashlight, 
especially the fountain pen type, and an aural 
speculum are all the instruments necessary. 
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In the early stage we will probably get a shad- 
ow. By using the light each time we see the 
patient we can get an idea as to whether the 
shadow is in accordance with the other signs 
and symptoms. If the shadow and discharge 
clear up together we feel safe, but if the 
shadow persists in spite of free drainage it 
looks like more radical measures were indi- 
cated. In one case that I recall, a patient on 
whom there were special reasons for avoiding 
an operation—we were able to go through to 
recovery, and I would hardly have taken the 
risk, had it not been for the assurance I re- 
ceived from the transilluminator. Tenderness 
persisted much longer than I thought it should 
have after incision of the drum, but I could 
make out a gradual lessening of the shadow. 

The X-ray is, of course, exceedingly im- 
portant. In the first place it locates the lateral 
sinus. As with the transilluminator, the mere 
presence of a shadow does not mean operation. 
However, if breaking down of the bony septa 
can be demonstrated by the plates, then opera- 
tion is indicated. Francis P. Emerson says if 
we rely on Roentgen-ray diagnosis alone we 
will operate on many mastoids unnecessarily. 

The atypical cases are not to be forgotten, 
those rupturing through the zygoma and those 
in the digastric fossa, and also that the mas- 
toid may be of the cellular or acellular type. 

After all, our diagnosis rests on the persis- 
tence of the foregoing symptoms, rather than 
their mere presence. 

TREATMENT 

Three objects: (1), to save the patient’s 
life; (2), to stop the discharge; (3), to pre- 
serve the hearing. 

The treatment of acute mastoiditis hinges on 
whether there is bone pathology or not. If 
not, after free drainage the patient is put to 
bed, given liquid diet and a cathartic. Either 
extreme of heat or cold may be used. I pre- 
fer the ice bag. Drainage should be encour- 
aged. I believe with Barany that it does no 
harm to irrigate the canal if done carefully, 
but that the canal should be thoroughiy dried 
out afterwards. 

If we believe there is bone destruction, pos- 
terior drainage becomes necessarv. ‘the an- 
trum is opened and all cells cleared out, includ- 
ing those of the zygomatic process. Osteomye- 
litis does not get well simply from drainage. 
All carious bone must be removed, cells of the 
tip and around the sinus should be looked for 
and cleaned out. The greatest cause cf fail- 
ure to obtain healing after a simple mastoid 
operation is the neglecting of the zygomatic 
cells; the second cause is the failure to ex- 
enterate all the cells of the tip, and the third 
cause is failure to get the cells around the lat- 
eral sinus. The antrum should be opened 
freely, but curretted no more than is abso- 
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lutely necessary because of the exposed incus. 
We do not flush out the wound with any solu- 
tion. The wound is closed for the greater part 
and a rubber drain put in the lower portion. 
In late acute and subacute cases where the 
temperature is not above 100 the blood clot 
method may be tried. The simple matter of 
bandaging is quite important. The ear should 
be put in a comfortable position and bandaged 
from before back. This takes the tension off 
the stitches and really makes the patient more 
comfortable. Holding up the bandage from 
cutting the other ear by a strip of adhesive 
further adds to the patient’s comfort. 

The presence of so many chronic discharg- 
ing ears in the clinics, according to Frederick 
Krauss, is evidence of the neglect of active 
treatment of acute mastoiditis. 

CONCLUSIONS 


1. There is always some mastoditis with 
every acute otitis media. 

2. Our problem in each patient is to deter- 
mine if there is bone involvement. 

3. In addition to the information given by 
the usual signs and symptoms, that gained 
from the X-ray, the routine use of the trans- 
illuminator and the examination of the aural 
discharge for bone debris is of great value. 

4. To cure an osteormyetitis of the mas- 
toid requires not only drainage, but removal of 
all carious bone. 

5. For best results, cells of the zygoma, 
tip, and around the sinus must be cleaned out. 

6. Our object is not only to save the pa- 
tient’s life by preventing complications, but we 
also have a responsibility as to the patient’s 
hearing. 

DISCUSSION 

DR. A. E. OWEN, (Lansing): In the first place, 
I like the doctor’s classification of the two types 
of mastoid involvement. It is very concise and 
clear cut. In dealing with acute types of mastoidi- 
tis I feel it is very important to study the infecting 
organism. I think the most dangerous type in the 


streptococcic infections is the streptococcus mucosa 
capsulatus, the hemorrhagic type being the most 


dangerous that I have come in contact with. When‘ 


we think of the great area involved, that the mas- 
toid is likened to the size of the palm of the hand 
—that to me is a very interesting point. 


Of the indications for operative interference, after 
all the clinical symptoms have been taken into con- 
sideration, the two chief points are the dropping 
of the posterior canal wall, and the finding of bony 
debris. 

The type of infection must be known before any 
operative interference, as that is our chief clue 
to the after treatment. The X-ray is a valuable 
aid, especially for delineation of landmarks, and I 
have found that it is valuable to study the transil- 
lumination afterwards. We have always used transil- 
lumination following the X-ray picture. In the 
mastoid cases of the muco-periosteal type where 
we have had a radiogram made and for some reason 
did not get a good picture, we have had a second ex- 
posure and we have seen these cases clear up with- 
out further operative interference taking place. 
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Whether that is a type that would lead to bony 
septa destruction, I do not know, but I doubt it. 
I again want to endorse the _ transillumination 
method for watching the progress of the case, and 
instead of closing the operative field we prefer very 
much to leave it open for the sake of safety. Our 
results have not. been satisfactory when this was 
closed up. We prefer to leave it open and do a 
secondary closure after safety is established. 


DR, GEORGE E. FROTHINGHAM, (Detroit): I 
think this. subject is especially interesting on ac- 
count of the great difficulty we have had in the last 
two years with our mastoid cases—the rapidity 
with which they have progressed and the slowness 
with which we have been able to get closure, espe- 
cially closure from the antrum to the middle ear. 
I believe this lack of closure is due somewhat to 
the necrosis we find around the.opening and hav- 
ing to remove so much diseased bone—this makes 
a slow healing process. Most of the cases that we 
have had have been streptococcus meningitis. The 
cases we have had. serious trouble with are those 
where we delayed operation. I recall one case of 
a child where we could find a free passage, there 
seemed to be no swelling, no bulging of the pos- 
terior wall, as far as we could tell there was no 
tenderness over the mastoid; but still when we did 
open the ear we found the cortex (?) wall broken 
down, as well as the posterior wall. The bridge 
was practically gone. 


The meningitis cases were due to delayed opera- 
tion. One case proved to be diphtheritic and on 
that account we gave antitoxin. The child de- 
veloped a localized meningitis, from which it has 
recovered. The safest rule is to operate early, and 
where we find the discharge continues to increase 
in amount it is a good thing, even if the X-ray does 
not show that we may have a meningitis that re- 
quires operation, to operate rather than to wait. 
There is less danger from the operation than from 
waiting for mastoid symptoms to develop. 

DR. CHARLES H. BAKER (Bay City): I think 
our attitude toward mastoid operation depends on 
our age and how long we have been at work in this 
branch. I was a mastoid enthusiast in my early 
career—believed in the early operation; but the 
older I grow and the more I see mastoids, the less 
frequently I find it necessary to operate, We were 
early taught there were four cardinal signs by which 
we could detect mastoid involvement—pain, swell- 
ing, redness and sagging of the posterior wall of 
the canal. These signs we have learned to disre- 
gard, with the exception of the sagging of the wall 
of the canal. Temperature is not necessarily pres- 
ent in a very severe case; either is swelling neces- 
sary when we have other signs positively diagnostic. 
If, however, you find a sagging of the wall just 
anterior to the annulus of the upper wall of the 
canal, and particularly if that is accompanied by 
any of the other signs, you may be sure that the 
mastoid is involved. 

I agree that you cannot have a middle ear sup- 
puration which does not also invade the antrum 
and the mastoid. I think it is a practical impos- 
sibility to have the one without the other. A large 
number of acute mastoid inflammations can be re- 
lieved if free incision is made into the drum so as 
to provide ample drainage, and then along with 
that you apply either heat or copious irrigation, 
frequently repeated. Dr. Ravdoll, of the Children’s 
Hospital in Philadelphia, used to claim that he 
treated 95 per cent of cases, and I think he was 
correct in his assertion that that number can be 
treated and not come to operation. You can afford 
‘to use that method of treatment and wait if you 
find that your discharge is beginning to diminish 
in amount and your pressure is coming down. AS 
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long as this condition is present it is safe to go on 
irrigating. 

So far as the X-ray is concerned, I consider it a 
diagnostic aid, provided other symptoms agree with 
it. Otherwise I consider it of no use whatever. 
As to transillumination, I feel much the same way, 
although that is perhaps a little bit more reliable 
in my experience than the X-ray. 

I have been many times surprised when we did 
open a mastoid in which there was no temperature, 
no discharge, and in which none of the symptoms 
were present except the sagging of the wall, to find 
the entire mastoid cavity disintegrated. I have 
done that more than once, although it is rather the 
exception, the majority of the cases falling in the 


‘line of those described by the essayist in the paper. 


But in any number of these cases operation may 
be avoided by heat and irrigation. 


DR. DON M. CAMPBELL, (Detroit): Dr. Froth- 
ingham referred to the difficulty in closing the mas- 
toid. Years ago when we were content to open 
the mastoid in what we now consider a very ineffi- 
cient way, we never had any difficulty in having 
the mastoid wound close. It always closed, but it 
frequently reopened—that is, we had secondary 
mastoid involvement. Now since the practice of 
thorough exenteration of all the mastoid cells, those 
at the tip, around the sinuses, up into the zygome 
route and well down into the antrum is the fashion, 
we have left after that operation a physical condi- 
tion which is not good for the formation of healthy 
granulation tissue. I think that tissue must now 
grow from the non-vascular inner plate of the skull, 
consequently granulation does not proceed nearly 
as vigorously as it did when more of the cellular 
tissue was left. That is one reason why we have 
difficulty in closing these mastoids after operation, 
simply that the physical condition that we leave 
after a thorough exenteration of the mastoid is not 
as good for the formation of granulation tissue. I 
have come to think, too, that the non-healing of 
the mastoid wound is sometimes due to our care- 


. lessness in the after treatment. Not infrequently 


a mastoid will start to heal well, granulations will 
start vigorously, and then suddenly the character 
of the granulations changes, they become pale and 
flabby, and that has been brought in many cases, I 
believe, by a secondary infection from carelessness 
in our technique in dressings. 

Another thing that interests me is the question 
of repeated incisions of the drum after an acute 
mastoiditis. We have come to think that if we 
give the drum one thorough incision and curette 
it well, we will not have to repeat that, If that 
does not turn the trick, the probability is that fur- 
ther incisions will not do it, and I never repeat 
it more than once. I do not believe the practice 
of repeated incisions is good surgery. 


The value of the X-ray examination depends a 
good deal upon your X-ray expert in the first place, 
and in the second place upon whether you have 
positive findings. <A positive finding, the breaking 
down of the trabecula between the cells as diagnosed 
by an expert Roentgenologist, is to me a reliable 
indication of pathology in the mastoid that is not 
likely to be cured without operation. An X-ray 


examination that shows the trabecula still in posi- 


tion means very little—simply that the process has 
not yet gone to the extent of breaking down this 
division between the cells, but that it may still pro- 
ceed to do it. Therefore, to my mind, the repeated 
X-ray examination is very valuable. An X-ray 
examination may show the trabecula little involved, 
but perhaps two or three days later a second pic- 
ture, when compared with the first, shows the 


progress of the disease and is an important diag- 
nostic point. 
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DR. EMIL AMBERG, (Detroit): The doctor spoke 
of the blood-clot method of closing the mastoid 
wound. The wound may close well in some cases, 
but it may happen that the wound reopens. I 
think there is one type of case in which the blood 
clot might be advisable, and that is in the case 
where we do not find anything. If you have a prac- 
tically aspetic operation it might do, but even then 
I would not use the blood clot method, because 
there might be an infection between the tympanic 
cavity and the blood clot. 


So far as fever is concerned, Schwartzer has 
shown that in 54 per cent of mastoid cases there 
is no rise of temperature. 


There is one point among the many which the 
doctor mentioned, and that is, if you have a mas- 
toid case that has been going along for a good 
while and you do not know for sure whether it has 
to be operated. This does not apply to all, but 
it may be helpful in some of these—if you have a 
red membrane, a bulging membrane which, even 
after it is incised does not show any indications of 
clearing up, that shows that there is something 
behind which causes that drum membrane to be- 
have in that manner, Just the same as in tuber- 
cular kidney we have symptoms from the bladder 
indicating that there is something behind. 


There is another symptom mentioned by Schwart- 
zer, and that is the throbbing. He demonstrates 
that in these cases we should pay attention to that. 
The -.patient may not mention it, but you can elicit 
it by asking if there is not sometimes a throbbing. 
We know that in acute mastoiditis the mucous 
membrane can swell to eight times its thickness. It 
is also known that there may be pus in the mastoid 
cavity, although we may not have a mastoiditis. 


The doctor has brought out a very valuable point 
—that if a man is not able to get X-ray examina- 
tion he may rely upon transillumination. Repeated 
X-ray examinations are, of course, of value, but the 
clinical symptoms must go with it. 

As far as the differential diagnosis between otitis 
externa and mastoiditis is concerned, I think a great 
help is to have the X-ray picture taken from be- 
hind. 

DR. JOHN E. GLEASON, (Detroit): One thing is 
important for the comfort of the patient afterwards, 
and that is a rubber tube for drainage. For the 
last few years we have drained all our simple mas- 
toids that way—a rubber tube one-quarter inch in 
diameter or more, with gauze inserted for the first 
two or three days. The gauze is removed and the 
tube left in place. The wound is closed by skin 
clips, the lower half of the fascia being left open 
and the tube left in place until that is practically 
closed. You have not as much chance for infection 
during the after treatment. From the patient’s 
standpoint there is nothing like it. 


DR. ALEXANDER R. McKINNEY, (closing): I 
agree that the X-ray is the more valuable of the 
two means of diagnosis, but the transillumination 
is very convenient. One thing we have learned from 
transillumination is that you can have the mastoid 
perfectly black and yet it will get well. 

In regard to closing the external wound, I think 
we save the patients a great deal by closing the 
upper part of the wound; it usually shortens the 
time of healing. The frequent dressings which are 
necessary in the open wound are very liable to lead 
to infection. 

Acute mastoiditis is no exception to other dis- 
eases in that it is the intelligent consideration of 
ALL the evidence upon which we base our diag- 
nosis and by which we are guided. If we pin too 
much faith to any one special sign we are liable 
to come to grief. Someone has said that the respon- 
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sibility for deciding against mastoid operation is 
far greater than deciding for it, and I thoroughly 
agree with that. 





PREPARATORY TREATMENT OF PA- 
TIENTS FOR OPERATIONS UPON 
THE GASTRO-INTESTINAL 
TRACT 


Ooo. tia te: Ds A. CoS. 
ST. JOHNS, MICH. 


In considering this subject, I am referring 
more particularly to major surgery for chronic 
‘conditions, and such as require resection, new 
openings and other procedures of a more seri- 
‘ous import as regards previous condition, im- 
mediate mortality and final cure. I shall first 
consider briefly the general physical condition 
of patients suffering from lesions such as can- 
cer, ulcers, strictures, kinks, or others of like 
nature, but which require surgery for their 
cure. 


These patients are practically all chronical- 
ly ill, more or less emaciated, undernourished, 
oft times aenemic and in a state of nervous 
‘depression. Auto-intoxication is always pres- 
ent, and many times to a marked degree. All 
of this is the result of serious lesions of the 
gastro-intestinal tract, which, in the great ma- 
jority of cases, cause obstruction and constant 
indigestion. These patients have a coated 
tongue, foul breath, infected teeth and mouth 
and indican or acetone may be present in the 
urine, which is often highly acid. The blood 
urea is increased, the alkali reserve of the blood 
diminished and the carbon-dioxide elimination 
also lowered. The obstruction usually presents 
results in gastric or intestinal putrefaction, with 
the formation of toxins and other deleterious 
substances, the absorption of which seriously 
interferes with the normal metabolic functions 
of the body. 


Investigation has shown that feces are, by 
weight, nearly one-half bacteria, that even the 
contents of the small intestine swarm with 
bacteria and it is known that the gastro-intes- 
tinal tract constantly contains such material in 
abundance. With these facts in consideration, 
it is then plainly evident that in conditions of 
stasis or obstruction, toxins will be produced, 
normal digestion and assimilation prevented, 
the mucous membrane irritated, resistance 
lowered and healing power diminished. There- 
fore, to the thoughtful surgeon, the necessity 
of preliminary treatment, to correct as far as 
possible these abnormal conditions, would seem 
important before proceeding to operate, at 
least if he expects low mortality and a high 
percentage of cures. 

We have had, within the past year, a case 
of chronic duodenal ulcer, with resulting ob- 
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struction, from the stomach of which patient 
we removed by lavage a considerable quantity 
of seeds, which we were informed were from 
fruit eaten four or five weeks before. Cer- 
tainly the presence of such substances, and the 
condition they would be in after remaining in 
the stomach even two weeks, would materially 
jeopardize the success of even the most skill- 
fully performed operation. With such condi- 
tions present, it would seem the part of wis- 
dom to give due and careful consideration to 
the preoperative treatment of all patients suf- 
fering from lesions of the gastro-intestinal 
tract, sufficiently serious as to require sur- 
gical treatment for their cure. 

During the past 15 years, practical experi- 
ence in this work, together with observation 
and study of this subject, has impressed upon 
my mind the importance of preliminary treat- 
ment in this type of cases, and we have found 
that our results, especially as regards com- 
plications, have been in proportion to our care 
in this matter. My personal experience, dur- 
ing the past 10 years, while not covering an 
extensive number of cases of this type, still 
covers a sufficient number to be of some slight 
interest in this relation. 

Our records show over 100 operations of 
major character on the gastro-intestinal tract, 
not including appendix and gall bladder cases, 
and we were so fortunate as to secure imme- 
diate recovery in all but two cases, one a case 
of congenital pyloric obstruction in an infant, 
and one which was brought in in an extremely 
bad condition with obstruction of the intestine 
from a band of adhesions. This series includes 
resections of the stomach, colon and rectum 
for cancer and various operations for ulcer, 
such as gastro-enterostomy, entro-enterosotmy, 
resections and various procedures for other 
lesions as circumstances seem to require. We 
were so fortunate, owing to careful and pains- 
taking technic, as to secure satisfactory func- 
tional results in all non-malignant cases, also 
in all malignant cases surviving for a reason- 
able length of time. We have several cases of 
cancer of the stomach and of the rectum, now 
living four years after the operation, and these 
patients are able to lead active lives with no 
return of the disease. 


In 35 cases, previous to 1917, we followed 
the method of preparation with which we be- 
came familiar in the large eastern hospitals. 
The patients were in the hospital one or two 
days previous to the operation, were given 
castor oil or some other cathartic, with occa- 
sional gastric lavage, cleansing of the teeth, 
light diet and daily enema. Following this 


method of preparation, we had among these 
cases, three cases of acute dilatation of the 
stomach, requiring frequent lavage, five cases 
of acute illitus, two of infection of the abdom- 














MAY, 1923 


inal wall, two of thombo phlebitis, three of 
bronchitis, one of pneumonia, five of mild 
acidosis, four of mild shock and severe gas 
pains in many. In fact, we had some more or 
less serious complications in nearly all of these 
cases, but ultimate recovery in all but one. 


About five years ago, we adopted a some- 
what more elaborate and time-consuming rou- 
tine method of preparation for the chronic 
cases of this kind, which is as follows: All 
bad teeth conditions are corrected, and the 
mouth and teeth are cleansed daily with mild 
antiseptics, the throat sprayed three or four 
times a day with 1 to 5,000 bisulphate of qui- 
nine solution or other antiseptic, gastric lav- 
age is used once or twice daily with sterile tube 
and a sterile solution of sodium bicarbonate. 
Sterile foods, mostly liquids, are given, with 
water at regular intervals, sterile enema daily 
and no cathartics for at least two or three 
days before operation. X to XXX grs. of 
sodium citrate or bicarbonate are given three 
times daily, and rest at night is secured, if 
necessary with veronal or like drug. Every ef- 
fort is made to overcome the nervous depres- 
sion by care, tact, cheerful deportment and an 
earnest effort to inspire a hope of final cure. 


This treatment is kept up till the urine is 
free from acetone or indican with blood urea 
normal, carbon dioxide elimination normal, 
breath odorless and tongue clear, return fluid 
from the gastric lavage clear and odorless, and 
the general condition of the patient shows that 
as much improvement has been secured as 
seems possible in the presence of the existing 
lesion. This generally takes from five to ten 
days and is carried out in the hospital if pos- 
sible. 

In ali cases of obstruction of the bowels in 
which it seemed necessary, a preliminary colos- 
tomy or illiostomy was performed, but finally, 
with all due care as ta gentle handling of tis- 
sue and careful technic so as to avoid shock, 
leakage, hemorrhage, etc., the operation is 
performed. Following this method with some 
slight variations from time to time as experi- 
ence dictated, or necessity required, we have 
been able, in over 75 operations upon the gas- 
tro-intestinal tract, to secure prompt recovery 
in all cases but one, a case of acute obstruction, 
and an almost total absence of complications 
or severe reactions. The few complications 
which arose were mild and easily controlled. 
There was an almost total absence of shock, 
bloating and vomiting, with no cases of aci- 
dosis, thrombo phlebitis, uremia, gastric dilata- 
tion or illitus, and only one case of infection 
of the abdominal wound. In stomach cases, 
gastric lavage was necessary, only once or twice, 
postoperatively. 


The usual method of postoperative care was 
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followed, with uncomplicated recovery the 
rule, 

In comparison with other abdominal opera- 
tions, such as that for chronic appendicitis, gall 
bladder, fibroid tumors and others of like na- 
ture, where a shorter and simpler method of 
preparation is used, the results in the more 
severe gastro-intestinal surgery were marked 
by much milder reaction and less complication. 
Indeed, so well pleased have we been with our 
results witn this method of preparation that 
we have applied it, with the exception of gas- 
tric lavage in some cases, to practically all our 
abdominal surgery of serious character, such 
as hysterectomies and cholecystectomies during 
the past few years, and with great satisfaction. 
We have been constantly surprised by the 
rapid recoveries from the anesthetic, slight re- 
action in temperature and pulse, absence of 
distension or gas pains, and the rapid restora- 
tion of gastro-intestinal function. 

In prostatic cases, the importance of pre- 
operative treatment, such as superpublic drain- 
age, rest and various measures to improve 
elimination, is now universally appreciated. Its 
practical application has become more general 
and has resulted in a marked lowering of the 
mortality rates in a class of patients, most of 
whom are in poor physical condition. So I 
believe that improved methods of preparation, 
especially with the assistance of the many val- 
uable facts ‘gleaned from the new work on 
the chemistry of the blood, will result in lower 
mortality rates in many other diseases requir- 
ing surgical treatment for their cure. We have 
observed that many patients in poor physical 
condition, with rather long and painstaking 
preparation, make even more rapid and better 
recoveries than patients in better physical con- 
dition, but not so well prepared. 

During the past year, our only patient with 
pronounced acidosis and postoperative convul- 
sions was one of gall bladder drainage and re- 
moval of gall stones. She had vomited for two 
weeks before and six days after operation. In 
spite of proctolysis of maltose and sodium 
bicarbonate solution and every measure we 
could devise, on the night of the seventh day 
after the operation, convulsions began. They 
were promptly relieved after the third convul- 
sion by the intravenous administration of 500 
c.c. Fischer’s solution. The patient afterward 
made an uninterrupted but slow recovery. 

Our conclusions, based upon a careful study 
of our cases during the past 10 years, both be- 
fore, during, and after the operation, are, that 
most gastro-intestinal cases, requiring major 
surgical treatment are in poor physical condi- 
tion as the result of their disease, and are 
therefore unfit to stand the necessary opera- 
tion, that alone insures relief or cure. Bad 
teeth, coated tongue, infected throat, emacia- 
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tion, auto-intoxication, diminished alkali of 
the blood, deficient elimination and nervous 
depression are present to a more or less marked 
degree in all these cases. 

Careful preparatory treatment, improving 
these unfavorable conditions as much as pos- 
sible, will materially lessen the danger of the 
necessary surgery and insure more rapid and 
satisfactory recovery. 

Finally, as the great object of surgery is the 
relief and cure of disease, our constant aim 
should be, not only to secure these desired re- 
sults, but also to make our treatment as safe 


as possible. 
DISCUSSION 


DR. A. W. BLAIN, (Detroit): Dr. Hart’s paper 
leaves little room for discussion. A man who can 
operate on 100 gastric cases in a small country 
hospital means two things, first his methods are 
good, and second, his surgery must be good. AS 
we see it from the standpoint of the city man, 
that is a remarkable result for a man working in 
the country with the shortcomings of a country 
hospital. I do not think his good results have been 
due in a measure to the importance of this long 
drawn-out preparatory treatment. I think the im- 
portant part -is the prevention of this peculiar 
phenomenon which we call acidosis. 

As regards antiseptic treatment, we have prac- 
tically eliminated that. In our vaginal and rectal 
work we hardly ever use an antiseptic. It is im- 
portant to avoid acidosis. That is done by feeding 
the patient. In our city hospitals, if we put our 
patient in bed and leave him there for several days 
before operation the result is, his mental state is 
so bad that it interferes with the good result. 

I want to congratulate Dr. Hart on his mor- 
tality. First of all he is a good surgeon; second, 
his method of preparation does away with this 
acidosis. There is another factor which we hope 
will make our mortality lower so that anybody can 
operate under any conditions. For instance, in a 
case of gastric resection for carcinoma, where the 
patient is suffering already from this acidosis, the 
best way we think to get the patient up is by trans- 
fusion of whole blood or several transfusions, plus 
the other measures. The thing at the present time 
is to have minimum preparation and avoid acidosis. 
We figure that each part of the body is capable of 
taking care of its own organisms. We do not carry 
organisms from one part of the body to the operative 
field. We can operate on the rectum without much 
danger in spite of the fact that we know it is teem- 
ing with organisms. The same is true of the 
stomach. I do not mean to say that his methods 
are not good, but for many of us to try them out 
would not be advisable. The bad results from so 


much preparation would overbalance the good 
results. 


DR. J. A. KIMZEY, (Detroit): There is one point 
I would like to mention, the mental attitude of the 
patient before coming to operation. I find in some 
cases it is advisable to give from 5 to 7% grains of 
veronal the night preceding operation so the. pa- 
tient wakes up the morning after operation after a 
night’s sleep. 


DR. O. H. Hart, (closing): We do not use anti- 
septics except to spray the throat with a mild anti- 
septic which is harmless, All my work being pri- 
vate work among well to do people, I have no diffi- 
culty in carrying out my method. I take my pa- 
tients in one part of the hospital and do not keep 
them in bed. They are entirely away from the 
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others. You do not have to worry about them. We 
are able to handle them. They have sufficient en- 
tertainment, going out every day. My point of view 
was to get the patient in the very best condition 
before operation. 
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In a discussion of “Complications of Preg- 
nancy” it is not my intent to enumerate the 
multitude of conditions and diseases complicat- 
ing a normal pregnancy, for that would en- 
tail almost a resume of the diseases of the hu- 
man being. 

I desire to mention a few of the somewhat 
common pathologic conditions and discuss them 
briefly. These are based' somewhat on my 


own limited experience and of necessity, I 
may omit some common complications of preg- 
nancy which the members of this Society may 
have experienced. 

The following list enumerates probably the 
more common complications which any mem- 
ber here may have encountered: 


1. The acute infectious diseases. 

2. Tuberculosis, gonorrhea and syphilis. 

3. Acute appendicitis with a laparotomy as 
a sequela. 

4. Cardiac lesions. 

5. Glycosuria. 

6. Toxemia of pregnancy in its various 


forms: Nephritis with its albuminuria, perni- 


cious vomiting, oedema and 


eclampsia. 


hydramnios, 


At the outset, in regard to the above list 
may I suggest the following: I believe that 
the additional load of the pregnancy actually 
lowers the resistance of the maternal organ- 
ism, if it is attacked by infection, and that the 
effects of chronic infection already in the sys- 
tem are made more evident as a result of this 
reduction of the total bodily resistance. The 
high mortality among pregnant women in the 
influenza epidemics is consistent with this 
conception. As an example of chronic infec- 
tion and pregnancy, I might mention having 
a case of gonorrhoeal salpingitis which flared 
up after delivery with a resulting generalized 
peritonitis, pericarditis and death during the 
puerperium. 


‘(1) The acute infectious diseases are usu- 
ally less aggravated by pregnancy than the 
chronic organic diseases, but may often lead to 
premature delivery, as in pneumonia, typhoid 
fever, influenza, etc. Induction of premature 
labor in these cases, is usually contra-indicated 
as it materially increases the risk of the 
mother. 

Scarlet fever in pregnancy is a rare occur- 
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rence, and when present, usually causes abor- 
tion or premature labor. Measles is the same 
and more often occurs in the puerperium when 
it gives a serious prognosis. 

Smallpox in pregnancy is more common and 
has a high mortality for the mother, compared 
to the non-pregnant condition. 

Typhoid fever is a distressing complication, 
and has a high foetal mortality ; about one-half 
of the cases abort or miscarry. 

In pneumonia we usually observe premature 
labor. Both foetal and maternal mortality be- 
ing greatly augmented. Premature labor in 
this type is especially serious, with the in- 
creased cardiac strain on an already over- 
worked heart. 

Influenza, both with and without a_post- 
pneumonia has an exceedingly severe influence 
on both child and mother. During the last 
epidemic, I had two pregnant influenza-pneu- 
monia patients in the eighth month. In one 
case, mother and child both died within twelve 
hours, after a spontaneous premature delivery, 
and in the second, there was a premature still 
birth, but the mother lived. The recovery in 
this case I attributed to a severe rectal hem- 
orrhage which aided the already overtaxed 
heart and eased up somewhat on the pulmonary 
congestion, after the: old-fashioned principle 
of blood letting. 


(2) As stated previously, the chronic dis- 
eases are usually more generally influenced by 
pregnancy, though there is less tendency to 
cause premature labor. This is noted in the 
very common combination of pregnancy and 
tuberculosis, where unless the disease is ad- 
vanced, it will have no influence toward caus- 
ing abortion, miscarriage or premature labor. 
We may note a mild exacerbation of the dis- 
ease during pregnancy, but the rapid progress 
of the disease, with its fever, sweats, loss of 
of weight and cough, is observed as the result 
of strain incident to labor and of subsequent 
nursing. After the fifth month of pregnancy 


it is best to treat these cases expectantly and - 


then the induction of labor about two weeks 
before term is often advisable. Even in those 
cases in which the symptoms are first observed 
during pregnancy, infection has generally oc- 
curred prior to conception and an exacerbation 
during pregnancy has directed attention to the 
pulmonary condition. I /believe one should 
advise every tuberculous woman against be- 
coming pregnant unless her disease is very 
early or has been quiescent for several years, 
because, as just stated, the disease will invar- 
iably flare up and become active. If she does 
become pregnant, and shows signs of an active 
pulmonary process, the physician should by 
‘all means advise emptying the uterus. In ten 
cases of tuberculosis complicating pregnancy 
of my own, six became active after full term 
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delivery; one mother died in the third month, 
and baby in the first month. One case has 
been inactive for 11 years and has had three 
normal pregnancies during that time with no 
recrudesence of the disease. I have another 
case of chronic passive tuberculosis which was 
delivered six months ago, and to date there is 
no evidence of any active process. One pa- 
tient I interrupted pregnancy at four and one- 
half months because of the activity of the dis- 
ease and the decline of the patient. I have also 
under observation at the present time a patient 
who miscarried her first and only pregnancy 
during.the second month, one and one-half 
years ago. Her pulmonary symptoms dated 
from the miscarriage. 

Directly the reverse of tuberculosis in its 
effect on pregnancy, syphilis is one of the 
most frequent causes of abortion or premature 
labor, and should be suspected in all cases 
where a satisfactory cause cannot explain the 
accident. Especially if the disease existed 
prior to pregnancy, this end result may be ex- 
pected. When the disease is acquired at the 
beginning of pregnancy or afterward, the pa- 
tient is more liable to go to full term. The 
use of salvarsan, mercury, and iodides has 
markedly beneficial effect in aiding to carry a 
pregnancy to term. I have had two patients 
with a Wassermann * * * *who delivered at full 
term after being on antiluetic treatment during 
the pregnancy ;one of these had three miscar- 
riages previously with no medication. Have also 
attended a congenitally syphilitic patient who 
gave birth to a still-born monster at seven 
months; this was her fourth premature labor. 
This latter patient had been given extensive 
treatment for years, but evidently with no 
beneficial effects. 

Gonorrhoea, either acute or chronic, has a 
less severe effect on pregnancy. It may oc- 
casionally cause abortion or premature labor. 
The gonorrhoeal effect of serious nature is 
usually postpartum; the opthalmia of the baby, 
the pus tube infection and occasionally a gen- 
eralized systemic infection. 


Of five cases of gonorrhoea and pregnancy, 
one miscarried at four and one-half months, 
the other four going to full term; one of the 
latter developed septicemia during the puer- 
perium and died. 

(3) Acute appendicitis occurs with about 
the same frequency in pregnant and non-preg- 
nant women. Pregnancy does not predispose 
to an acute exacerbation. Appendectomy espe- 
cially in the early months, does not necessarily 
mean premature labor. My experience in this 


complication has been limited to five cases, all 
of which I did an appendectomy. Two went 
to normal full term, being operated during 
the second and third months respectively; the 
third at six months, pregnancy miscarried the 











246 COMPLICATIONS OF 


second day after operation, and the fourth, 
operated at four months, went into labor pre- 
maturely at the eighth month and delivered 
twins, both of which died. My fifth case was 
operated during the second month, and she is 
now in her fourth month of pregnancy, with 
no tendency as yet to miscarry. 

(4) Cardiac lesions offer a wide field of 
observation in pregnancy and are probably 
one of, if not the most common, complica- 
tion. Fortunately, the majority of these 
are benign and might be said ‘to exist ac- 
ccidentally. Mitral insufficiency is the most 
frequently observed, and usually in the presence 
of a well compensated heart. It is rare that 
cardiac lesions are severe enough to endanger 
a pregnancy and therefore do not indicate an 
interruption of the pregnancy unless there is 
broken compensation. This shows itself as a 
pathologic condition in the oedema of extremi- 
ties, the secondary nephritis, oedema of the 
lungs with moist rales, the dyspnoea, the 
tachycardia and the dilated heart of myocar- 
dial failure. Generally speaking, in heart 
lesions the prognosis is always good as long 
as compensation is maintained. Very serious 
lesions very often cause premature labor, either 
from uterine hemorrhage or death of foetus 
from insufficient oxidation. Myocarditis is a 
serious complication and a frequent cause of 
death during labor or the first few hours of 
the puerperium. 

Of a number of cardiac cases observed dur- 
ing pregnancy, I have had three very serious 
ones. The first, a primipera with pronounced 
mitral insufficiency. She miscarried a dead 
foetus at seven and one-half months. During 
her second pregnancy she was on the infusum 
digitalis most of the time at intervals, and 
went to a normal full term delivery. The sec- 
ond, had a markedly decompensated heart and 
myocarditis with paroxysms of precordial pain 
with an erratic fast pulse. On appropriate 
therapy this case also went to term normally, 
though she had a marked tachycardia for one 
month afterwards. This was the patient’s 
second pregnancy; she lost the first one at 
seven and one-half months, having the same 
clinical picture, but had no treatment for a dis- 
eased heart. 

(5) Many cases of so-called diabetes in 
pregnancy are merely temporary glycosurias 
which are not likely to be attended by any 
serious symptoms; the glycosuria clearing up 
immediately after the delivery of full term 
healthy babies. True diabetes is rare in preg- 
nancy, but glycosuria about one to five in each 
one hundred pregnancies. The condition can 
hardly be regarded as real pathology, but 
simply the excess of sugar intake over what 
the body can evidently assimilate and use. 
In three cases of glycosuria which we have seen, 
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the condition cleared up after delivery, but 
could not be completely and permanently erad- 
icated until that time. 


(6) The toxemia of pregnancy with its 
variety of symptoms and degrees of severity 
offer the really big problem to the manage- 
ment of a case of pregnancy. 


The theories advanced as to the etiology are 
numerous. A recent Swiss writer advances the 
idea, not new however, of auto-intoxication as 
the result of toxin absorption derived from 
the placenta or endocrine system, especially 
pituitary, adrenals or thyroid; the resulting 
clinical picture of which is vasoconstriction in 


‘the blood stream, then oedema, functional up- 


set in the kidneys and resulting high blood 
pressure. If the retinal vessels are affected 
by the constriction, there is disturbance in vis- 
ion; if the cerebral vessels are most affected, 
we have eclampsia, oedema and kidney pathol- 
ogy, eclampsia being a question of different de- 
gree of the blood vessel spasm. 

Acute nephritis with pregnancy will not, as 
a rule, subside on medical management alone. 
and pregnancy must usually be interrupted, or | 
premature labor occurs with a dead foetus or 
death soon after delivery. A nephritis with 
a progressive toxemia and constantly increas- 
ing albumen and a decreasing amount of urea 
and a falling specific gravity should be an in- 
dication to interrupt pregnancy in hope of pre- 
venting eclampsia. 


Pyelitis complicating pregnancy is bad, inas- 
much as there is often a damming back process 
of the purulent infection in the kidney, due to 
pressure on the ureters. Such a condition is 
serious and necessitates premature delivery. 

In hydramnios, when the abdomen is so dis- 
tended as to seriously threaten the life of the 
patient, pregnancy should be terminated. This 
fact was driven home very forcibly to me. My 
wife developed severe hydramnios with pres- 
sure on diaphragm and embarrassment of 
respiration to such an extent she was unable 
to lie down in bed, but had her head elevated. 
Then occurred secondarily, the nephritis, albu- 
men, oedema, a decrease of elimination, drop- 
ping of specific gravity and the pregnancy was 
terminated, fortunately with good results. 
These various toxemias as indicated are all 
benefited by terminations of pregnancy either 
mechanically or by normal delivery. I have 
interrupted four such cases, prematurely with 
recovery. Except eclampsias, the most pro- 


found toxemia of pregnancy I ever saw was 
a multipera, age 36 years, second pregnincy, 
seen at term two years ago in consultation with 
Dr. McClinton at Shepherd. She had a severe 
nephritis, with heavy albumen, an albumenuric 
retinitis with total blindness and a marked 
hypertension. During the puerperium her blood 
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pressure dropped to normal, vision became 
normal and the urine cleared up. 

In conclusion, I should like to mention what 
the text-books call a rare condition, namely a 
case of acute cholecystitis with jaundice com- 
plicating a pregnancy at eight and one-half 
months. Patient went te term and was de- 
livered normally, but during her puerperium, 
she flowed rather constantly for three weeks. 
This I ascribed to the hemolytic action of bile 
in the jaundiced state of the patient. 





GENERAL MANAGEMENT OF PREG- 
NANCY AND LABOR* © 


M. C. HUBBARD, M. D. 

In writing this paper I am departing from 
the usual line of medical papers in this respect 
that I am making it a discussion of practical 
management rather than of scientific truths. 

We are all taught the same things in our 
books and I believe we are all reasonably weli 

VESTABURG, MICH. 


informed as to the mechanism of labor, and 
the basic principles, and in my whole experi- 
ence I have never had the privilege of observ- 
ing a doctor conduct a case of normal labor. 
If your experience is similar I would expect 
we would differ in our methods. I think here 


is a good field for an exchange of ideas for 


we have had, to some extent at least, to work 


out a method of procedure somewhat our own, 


and I think some of these things, our manner- 
isms, our personality, and our judgments of 
people, together with the way in which we ap- 
ply our knowledge, determine to a large ex- 
tent our success in this field. 

PREGNANCY 

I believe that the doctor should have the 
chance to advise during pregnancy, but'in a 
large per cent of cases the doctor does not see 
the woman until called for the labor, unless 
there appears some unusual discomfort or 
sickness. 

When consulted as to care during preg- 
nancy, I note present appearance, general 
health, previous health or complications, bowel 
action and kidney output. I request a speci- 
men of urine about once a month which is usu- 
ally produced. I give instructions to come to 
me with any question that she wishes to know 
about regarding her condition and to certainly 
report if she feels that anything is wrong. She 
is to report a severe or protracted headache, 
blind spells or a lessening of urinary output. 

Complications and accidents jof pregnancy 
to be thought of and avoided if possible, are 
abortions and premature deliveries, kidney de- 
ficiencies, hyperemesis gravidarum and eclamp- 
sia, which, when occurring, should receive 
their appropriate treatment. 


*Read at the September, 1922 Meeting of the G. I. C. 
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In the way of medical treatment indicated 
during pregnancy. For lessened urinary out- 
put I depend largely on Bashams Mixture in 
doses of one-half ounce in full glass of water 
four times a day. To keep bowels active I di- 
rect cascara, or mineral oil, phenolphthalein, 
or milk of magnesia if the stomach is upset. 
Magnesium sulphate or elaterium are useful if 
kidneys are being overworked or for any rea- 
son we want to unload a quantity of liquid. 

Threatened abortion I have treated with 
liquor sedans or some other viburnum mixture 
and rest in bed and have seen some cases 
which seemed inevitable, go on to term. I 
never could decide in my own mind just how 
much or how little the internal medication did. 


In the severer forms of vomiting of preg- 
nancy I have tried nearly all the things ad- 
vised, it seemed to me without result, except 
hypodermic corpora lutea. I do not know that 
it will help every case of vomiting of preg- 
nancy, but in one particular case it certainly 
saved the day. 

Pelvic measurement theoretically is right, 
but I have not carried it out. 


LABOR 


I believe that most women coming to labor 
have considerable fear of the ordeal and a 
dread of the pain that they must bear. Of 
course, I believe it our duty, if possible, to 
carry labor safely through even at the expense 
of any amount of pain to the woman and even 
with damage to our reputation for gentleness 
and care if necessary, but I believe if we study 
to give relief to pain and to allay apprehen- 
sion, we can do so largely and still be well 
within the limit of safety. 

The following articles and medicines I con- 
sider necessary to carry to every confinement: 
Obstetric forceps, artery forceps, shears, large 
full curved needles and needle holders, cathe- 
ters, Kelly pad or absorbent sheet of some 
kind or rubber sheet, sterile gauze and ab- 
sorbent cotton, powder for cord, germicidal 
soap and antiseptic tablets, chloroform and 
mask, sutures and umbilical tape, stethoscope, 
hypodermic syringe, alcohol, tinct. iodine, fl. 
ext. ergot, pituitrin, H. T., H. M. C. or H. T. 
morphine and scopolamine, H. T. strychnine, 
spts. ammonia aromatic, ampoules camphor in 
oil and 1 per cent silver nitrate solution and 
dropper. I carry more than this, but seldom 
use some of the things I carry. 


To prepare my hands I give them a thor- 
ough washing with warm water and germici- 
dal soap in a clean basin if I can get it, and 
sometimes I have to scrub out the basin with 
the same to feel at all safe. Then, with a 
change of water in which is dissolved either 
bichloride or Mercury Iodide tablets, I soak 
my hands, and keep such a solution at hand 











during labor to wash my hands before any and 
all examinations and manipulation. 

To prepare the field of operation I cleanse 
the vulva and surrounding parts with the same 
solution as for hands, 

To protect the bed from the discharge and the 
patient from the bedding, I usually use a Kelly 
pad and clean cloths, of which nearly every 
home has a supply, using the cloths to absorb 
and mop up any discharges from the pad. They 
are then discarded into slop pail or chamber. 
In this way I can have the field of work free 
of discharges. 

For the relief of pain and apprehension my 
methods differ greatly in different cases, ac- 
cording to the temperament of the patient, the 
progress of the case and the amount of appar- 
ent pain. 

In the early stages where the patient is 
nervous and the pain is wearing with not much 
progress, I give a hypodermic of H. M. C. or 
similar mixture. Seldom do I insist against 
the wishes of the patient, but endeavor to in- 
form her if she is prejudiced. It is harder to 
deal with the prejudices of the family and 
friends. Some patients insist on relief when, 
from their actions and effort and progress, I 
know they are more afraid than suffering; 
then I hold out the hypodermic or chloroform 
as a prize to be gained when they reach a cer- 
tain stage, assuring them they shall have it in 
due time. The time to begin chloroform is a 
case for decision in each individual case. I 
usually bégin some time before the end of the 
first stage of labor, depending on my judg- 
ment of just how much the woman is suffer- 
ing and how well she is standing the suffering. 
During the second stage she usually needs 
chloroform with the pain, increasing the inten- 
sity of the anesthetic toward the end. So as 
the head is delivered she is just enough under 
to be insensible and not struggle. 

H. M. C. should never. be used, in my opin- 
ion, when the child is likely to be born within 
-an hour or two. When used, I think it will 
have an effect in quieting the perception and 
appreciation of pain for several hours, but may 
make the patient very talkative, which imay 
take the form of delirium, and the woman may 
tell secrets and have imaginations under its in- 
fluence, all of which passes off almost at once 
at the completion of labor. 


How fast shall we hurry labor under differ- 
ent circumstances? Of course, the doctor is 
always in a hurry and he may be very tired. 
When the cervix is not taken up, or even if 
taken up in length, but still rigid and thick, I 
consider it no time to hurry. Give an H. M. 
C. if the patient is suffering much, and go to 
bed and sleep, or go home if you can be easily 
gotten, or anything to kill time. If the patient 
is not suffering much, just wait. Often there 
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comes a time at the end of the first stage of 
labor when the pains stop or are not strong, 
are far apart and not effective. 

If everything is all right and there is lack 
only of the necessary expulsion, pituitrin in 
Y to 1 c.c. doses is certainly the drug of choice 
and will save hours of time. Certainly do not 
use pituitrin until you feel certain the way is 
ready for the head to pass. In primipara with 
a small and resistant outlet, use pituitrin with 
care or you are likely to have a bad laceration 
of the perineum. The delivery of the head 
can be accomplished with much less likelihood 
of a laceration if the woman has enough anes- 
thetic so she does not struggle, and if plenty 
of time is taken for the perineum to stretch. 

Taking for illustration an ordinary case, we 
will follow through the different things, step 
by step. When called, I respond at once if at 
all possible. When I arrive and enter the room 
a glance will tell a number of things. How 
sick the patient is, and from that the need to 
hurry. The kind of people and general sur- 
roundings. 

We will suppose she is up and about the 
room and says the pains are ten minutes apart 
and the water not broken. After asking the 
patient a few general questions I will soon 
have an idea of the temperament of the pa- 
tient and what she expects, her past history, 
etc., I know better how to proceed. 

Calling for basin and warm water and re- 
questing the patient to prepare for examina- 
tion, I prepare my hands. I first uncover and 
examine the abdomen by inspection and palpa- 
tion. I note position of child and condition 
of abdominal walls. Next I expose the vulva 
in a good light and cleanse field. I insert the 
index finger of the right hand directly into the 
opening of the vagina while separating the 
labia with thumb and finger of the left hand. 
I note condition of vulva and vagina, whether 
lax or tight; moist or dry, condition of cervix, 
whether long or taken up, soft or rigid, and 
stage of dilatation, part presenting and amount 
of descent. 

When dilatation is progressing and reason- 
ably well completed I give a little chloroform 
on the mask with each pain, removing the mask 
between pains. When dilatation is complete 
I rupture the membranes, unless this has al- 
ready taken place, with a finger, if I can, or 
by inserting two fingers in the vagina up to 
the head as a guide, between which I pass a 
hemostat, and grasping the membranes, tear 
a hole in them and enlarge the rent with the 
fingers. The unruptured membranes often de- 
lay descent, the head meets resistence at the 
inlet of the pelvis and some delay generally 
takes place. Severe pain and an extra hard 
expulsive effort often marks the passing of 
the head by this point, after which there is 
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likely to be a lull in the pain and a change in 
their character. They are then more expulsive 
and less distressing. As the perineum begins 
to bulge I lengthen the time the anesthetic is 
given with each pain till that point where the 
patient sleeps between pains, complaining some 
during the pain, but has no remembrance of it 
as soon as labor is over. I have some person 
present tend chloroform by my direction and 
keep my hands as clean and sterile as possible. 
Keeping control of the head by means of my 
fingers, I prevent a sudden descent from tear- 
ing through. By allowing the head to slowly 
pass the outlet, and pushing back the edges 
of the vulvar orifice between pains, delivery 
can be accomplished without tearing, if such 
is possible. 

As soon as the head is born the cord is 
searched for, and if found around neck, it is 
loosened, the shoulders rotate or are rotated 
and then soon follow, helped if needed, by 
moderate traction or by hooking finger in 
armpit. The anesthetic is removed as soon 
as the head is born and the woman is usually 
awake and clear minded in 10 or 15 minutes, 
sometimes sooner. 

The toilet of the woman and her comfort 
I attend to myself. By having a Kelly pad 
the bed is usually left in good condition. I 
leave tablets of bichloride to be put in the 
water to wash the vulva and buttocks, external 
use only, and marked poison; morphine 1/8 
gr. No. 10 if after pains are expected. Ab- 
dominal binder used usually on lax abdomens, 
but not used as much as I used to. 


Directions are to stay flat one week, when 
she may prop up, sit in chair tenth day, not to 
be on feet until two weeks are up. 

When the child is born the cord is tied 
about one inch from body and cut one-half 
inch beyond, and wrapped in sterile gauze, to 
be later dressed permanently. It is then 
wrapped in a soft blanket and taken to a warm 
place. The helper is instructed to use olive 
oil or melted lard and thoroughly oil the child 
from head to foot, after which it may be 
simply wiped clean with a dry cloth or washed 
with soap and water. I attend personally to 
dressing cord, using a sterile gauze square of 
several thicknesses with a hole in center to 
bring stump of cord through, and dust thor- 
oughly with a powder composed of one part 
salicylic acid and about nineteen parts of a 
mixture of starch and talcum, over which is 
placed more gauze and held by band. 

_ One per cent silver nitrate solution is used 
in the child’s eyes, followed by a normal salt 
solution applied with pledgets of cotton, and 
Its mouth is wiped out with the same. 

_ Until the last year I had done little or noth- 
ing toward the relief of a tight foreskin in 
the male children born under my care. I now 
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care for these at once by making a slit at the 
dorsum of the foreskin, back far enough to 
allow the foreskin to be completely retracted, 
separating the adhesions between foreskin and 
glands. If the nurse looks after this for a 
few days till healing takes place the results 
are good and the child at this time seems to 
notice very little pain. I usually see my pa- 
tient at the end of 48 hours, at which time the 
case is usually closed. 
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Editorials 


“CALIFORNIA CALLS” 
A. M. A. SAN FRANCISCO MEETING 








The above is the convention slogan of the 
annual meeting of the American Medical Asso- 
ciation to be held in San Francisco, June 25-29, 
The added catch-line—“Where the Sun Never 
Scorches and the Water Never Freezes” em- 
phasizes the “call.” Of course you are going 
and in selecting your route of travel we request 
that you consider the following routing and 
features. 


GOLF SPECIAL TRAIN 
SAN FRANCISCO MEETING OF THE A. M. A, 


As announced in previous issues, a special 
train, traveling on special schedule, and stop- 
ping each day enroute to enable the passengers 
to play 18 holes of golf, has been arranged to 
carry our members to the Annual Meeting of 
the American Medical Association, that is to 
be held in San Francisco the week of June 25. 
Stops will be made at Omaha, Denver, Salt 
Lake City, Lake Tahor and Delmonte. San 
Francisco will be reached on Saturday, June 


JOUR. M.S. M.§., 


23. The train’s equipment will be de luxe and 
every detail will be arranged for comfort and 
pleasure. Ground privileges have been secured 
on the finest golf courses at the points desig- 
nated. Automobiles will be waiting to take 
you to these courses on the arrival of the train. 

Your wife and family are welcome. If they 
do not play golf, provisions have been made 
to give them delightful automobile rides while 
you are attempting to defeat Colonel Bogey. 

The fare is $235.00 and includes round trip 
railroad ticket, half of a compartment, all meals, 
all automobile hire, all green and caddy fees 
and transfers your baggage to your hotel in 
San Francisco. Pullman reservations extra on 
return trip which may be made over several 
optional routes. 

This is your last opportunity to make your 
reservations on this train. There is still oppor- 
tunity to join this party, if you get busy at 
once. For further information, address, Dr. 
F. C. Warnshuis, Powers Building, Grand 
Rapids, Mich. 





HYGEIA 





Some two months or more ago the Trustees 
of the American Medical Association an- 
nounced that in compliance with the instruc- 
tions of the House of Delegates they would 
issue, under the name Hygeia, a journal of in- 
dividual and community health. In other words, 
a journal written in a language that a lay man 
could understand and which would seek to en- 
lighten the public in regard to the problems, 
achievements, and aims of scientific medicine, 
the work of the profession and the proven 
facts regarding disease and its prevention. The 
ultimate object being to enlighten the people in 
regard to the great fundamental truths of the 
science of medicine so that they would be able 
to differentiate between that which is based 
upon science and investigation and that which 
has no scientific, rational or potential value ot 
foundation. This announcement caused hun- 
dreds of the members of the profession to ap- 
plaud and support the project and this support 
was manifested by the sending in of their 
subscriptions to Hygeia. 

For several years, the thinking men of the 
profession and those who were concerned in 
regard to the future of the profession and its 
relationship to the public concluded and gave 
voice to their conclusions by urging that some 
publication be issued to educate the people in 
regard to that which our profession was seek- 
ing to accomplish and what it was really doing 
for the public. That the need existed for the 
education of the public became more and more 
apparent as we observed and studied the bus!- 
ness and lives of men, women and children. 
The solution of the profession’s problems and 
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the acceptance of these solutions depended 
upon how well the people were educated to 
receive our views, our findings and our pro- 
nouncements. The conclusions that were form- 
ed, after a careful review and study of existing 
conditions by men who looked beyond the com- 
mercial aspect and who were possessed of ideals, 
was that some definite plan of education must 
be undertaken by the organized profession and 
that our parent, national organization should 


assume that responsibility and task. These 


same leaders joining with the American Medi- 
cal Association accepted this stupendous under- 
taking and in their deliberations determined 
that their activity would be demonstrated by 
the publishing of a national journal that would 
impart information to the lay mind in regard 
to disease, prevention, the lowering of morbid- 
ity and enlighten them as to the tenents of 
scientific medicine and that which our science 
can bequeath to them for the betterment of their 
mental and physical welfare. Hygeia was thus 
brought in to existance and the first issue, the 
April number, has been given nation wide dis- 
tribution. The editors are: Victor C. Vaughan, 
Sr., Morris Fishbein and Arthur J. Cramp. 
We extend our hearty congratulations to our 
parent national organization and to these edi- 
tors; first, upon the attractive appearance, size, 
quality of paper, and typographical workman- 
ship. It has and conveys a most dignified 
and impressive appearance that causes it to at 
once assume a place among the foremost maga- 
zines of this country. Its make-up and form at 
once commands approval and arouses interest. 
You feel that it has individual merit. Secondly, 
we congratulate because of the subject matter 
that it contains. As two different and promi- 
nent newspaper editors stated to us: “It con- 
tains information that the public is seeking 
in regard to their health and the profession.” 
The contents of this first issue demonstrates 
that the editors have grasped the scope of 
the ends that are sought and have well sensed 
as to how that object may be best attained. 
There is no doubt that future issues, which we 
are informed will contain similar articles, will 
at once arest and command public respect and 
acceptance and so provide the education that 
the people need and seek in regard to scientific 
medicine. We feel certain that Hygeia will 
immediately éommand the professions approval. 
So we say, “Sincere Congratulations, you have 
done mighty well and we are proud of this 
result that attends your efforts.” 
_ The conclusion must be reached that Hygeia 
is one of the biggest and best things that the 
profession has undertaken during the past 
decade. Its potentialities are almost limitless. 
It cannot help but bring about a closer relation- 
ship, a better co-operation and a better under- 
standing between the profession and the public. 
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But this cannot all be brought about by one 
or two issues or by a circtilation of only 
seventy-five or a hundred thousand copies. This 
magazine must be made to reach the greatest 
possible number of people. Its contents, its 
instructive information, its impartings of the 
progress of our science must be impressed upon 
the people of every corner and hamlet of this 
country and to those who compose the differ- 
ent groups of society—the preacher, lawyer, 
teacher, merchant, manufacturer, business-man, 
banker, farmer, skilled and unskilled laborer, 
public official and the grand parents, parents, 
children and children’s children. It must be 
made to reach all these that they all may profit 
by obtaining the information and education 
that Hygeia will convey to them. To obtain 
such wide and needed distribution demands 
the co-operation and assistance of every doctor 
and this means YOU, Doctor. This means 
that first, YOU must send in your own sub- 
scription for no matter how learned you may 
be Hygeia can add to that knowledge. Second, 
it means that YOU, Doctor, must talk Hygeia 
to your patients, your associates, your friends 
and to all with whom you come in contact. 
Tell them, urge them, induce them to /sub- 
scribe for and read Hygeia. This is not the 
work of a few, or of any small committee. It 
is the work of EVERY Doctor to sell or give 
subscriptions to Hygeia to the people of your 
community. It is YOUR duty to cause it to 
obtain the widest possible public distribution. 
It is a duty that you shall not, must not neglect 
or fail to acquit yourself of. It is expected 
that the Doctors of Michigan will whole heart- 
edly and promptly assume this responsibility. 
We urge that you immediately become aggres- 
sively active, for then there will accrue to you 
a greater respect, a greater confidence, a greater 
manifestation on the part of the people for the 
professional work that you are performing in 
vour community. Get busy today and keep 
busy until you have brought Hygeia to every 
home in your vicinity. 





SOUTH AMERICAN MEDICINE 
Off Barbadoes 
April 9, 1923 
Dear Dr. Warnshuis : 

As I promised, I am writing you a little 
sketch of the journey made by this group of the 
American College of Surgeons into South 
American waters. 

We left New York February 10th on the 
steamship Van Dyck which had been chartered 
for the purpose. About 150 surgeons are on 
board with their wives and families. We expect 
to reach New York next Saturday, making a 
journey of nine weeks, six weeks of which 


‘will have been spent on the water. The cruise 
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was gotten up under the direction of Dr. Frank- 
lin H. Martin for the purpose of becoming bet- 
ter acquainted with our South American pro- 
fessional neighbors, observing their facilities 
and methods of surgical procedure, bringing 
about a freer interchange of thought and visits 
between the surgeons of the northern and 
southern continents of the new world. Inci- 
dentally, we were afforded an opportunity for 
ourselves and for our families to enjoy a won- 
derfully pleasant and interesting cruise in tropi- 
cal seas at the best season of the year. 

We visited, in order, Havana, Panama, 
Cartagena (Colombia), La Guayra and Caracas 
(Venezuela), Port of Spain (Trinidad), Rio 
de Janeiro (Brazil), and Buenos Aires (Argen- 
tina). At this point, some 50 of our party 
separated from us, crossing the Pampas of 
Argentina and the Andes, to Valparaiso, Chile, 
from which point they are returning to New 
York by way of the western coast of South 
America. The remainder of the party, num- 
bering some 220 or 230, are returning by way 
of Montevideo (Uruguay), spending another 
two days at Rio and a day and a half at the 
beautiful island of Barbadoes. 

The representatives of the governments and, 
with the exception of Colombia, the Presidents 
themselves, met us in formal reception. The 
medical societies everywhere had reception 
committees arranged and in Rio, Buenos Aires, 
and Montevideo, the Faculty of Medicine ar- 
ranged formal scientific meetings at which 
various members of the cruise shared with our 
South American friends in making up the 
scientific program. 

Honorary membership was bestowed upon 
Professor Herrera Vegas in Buenos Aires, and 
Dr. da Fonsecca, the Secretary of the National 
Academy of Medicine of Brazil, in Rio. Sever- 
al other honorary memberships were given in 
other countries visited. Especially to be noted 
is that given in Panama to Dr. Boyd, a native 
of the Republic, who is the Chief Surgeon of 
the San Tomas Hospital and very popular in 
his own republic. 


In Rio, Dr. F. N. G. Starr of Toronto and 
Dr. J. O. Polak of Brooklyn gave the scientific 
addresses in behalf of the college. In Buenos 
Aires, Dr. Hugh Young and yours truly were 
the goats and had to the work. Young gave 
his paper in English with interspersed ex- 
planatory remarks in French. I gave my paper 
in Spanish which seemed to be very pleasing 
to our South American friends. The meeting 
in Buenos Aires was presided over by Profes- 
sor. Arce, the Rector of the University of 
Buenos Aires and the head of the Surgical 
Department. The new Surgical Institute, 
which was recently inaugurated under his 
charge in Buenos Aires, is one of the most 
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stitutions I have ever seen, replete with the 
most modern surgical equipment, laboratories 
and x-ray apparatus imaginable. 

In Montevideo we received perhaps the 
warmest reception accorded us on the eastern 
coast of South America. The government, the 
doctors and the American consul vied with each 
other, as they did also in the other places for 
that matter, in providing entertainment and 
instruction for us. Very elaborate programs 
of clinics were arranged and carried out. In 
the formal scientific meetings held at the Fac- 
ulty of Medicine, the college was represented 
by Dr. Barnhill of Indianapolis, Dr. Kennedy 
of Arizona, orthopedist, Dr. Crowell of Char- 
lotte, North Carolina and again, yours truly. 
In this place, each of the American surgeons 
had prepared a summary of his remarks which 
were kindly translated into Spanish and read 
by Dr. Nin y Silva who acted as Secretary of 
the Committee of Arrangements of the Medi- 
cal Association of Uruguay. My own remarks 
were again given in Spanish, which I was very 
thankful to be able to do. 

The first two days we spent at Rio were 
largely taken up by formalities so that we had 
not really gotten a square look at the clinical 
facilities in that great city. In fact, we were 
so struck by the wonderful natural beauty 
surrounding Rio that I am afraid most of us 
were more interested in seeing the beauties of 
nature than watching clinics. We therefore 
went back to Rio for a second time, on which 
occasion we had a very good opportunity to see 
clinical surgical work. 

We learned a good deal from our trip—some 
things which were helpful and which some of 
us will adopt, and some things which we will 
take pains not to do. We saw surgery, both 
good and bad; but probably no greater propor- 
tion of the bad than can be seen in any com- 
munity of the civilized world in which surgery 
is practiced. The surgeons are mostly Europ- 
ean trained and therefore their methods are 
largely European. It is a saying among the 
doctors of South America that they go to 
France for surgery and to Germany for internal 
medicine. Some go to England and some to 
Italy ; and now, especially during the last few 
years, there is a growing tendency for these 
men to visit the United States. I would be 
greatly disappointed if in the next few years 
we do not see a large number of the South 
American fellows of the college in the clinics 
of the United States and Canada. 


The technic of the surgical work was usually 
good. Some of it was strikingly good. It is 


probably better not to mention names; but I 
saw in some of the clinics the equal of any 
surgical work I have seen in this country. The 
surgeons are all good anatomists and their dis- 
sections clean and intelligent. 
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The surgeons, I should say, were greatly 
hampered by the lack of intelligent nursing 
assistants. In fact, in most clinics, trained 
nurses were conspicuous by their absence. In 
most of the clinics the surgeons themselves lay 
out their own instruments, threading their 
own needles, and helping themselves usually 
with one assistant only; and this one assistant 
was often given retractors to hold in such a 
way as to keep his hands out of the way of the 


surgeon. In spite of this, their operations were 


done with the rapidity characteristic of the 
French and German surgeons who operate in 
this manner using the Reverdin needles or else 
sewing by the ordinary needle, held between 
thumb and finger. In a few of the clinics, we 
saw needles and needle holders employed after 
the manner customary among us; but these 
were in the clinics of men who had been to 
visit us or who were graduates of colleges in 
this country. 

The nursing arrangements are very unsatis- 
factory and the doctors themselves recognize 
this more keenly than any of us. The British 
Hospital in Buenos Aires had established a 
nurses training course many years ago. Since 
the war, new impetus has been given the train- 
ing of nurses; for many of the South American 
surgeons served in French and Italian Hospi- 
tals and brought home with them the apprecia- 
tion of the help afforded by well trained nurses. 
So there are now at least five training schools 
in the three republics just mentioned, not to 
speak of others which may be in existence on 
the west coast. ’ 

The operating rooms were for the most part 
well appointed, especially in the newer build- 
ings; but even in these, with very rare excep- 
tions, for some curious reason, there were no 
window screens and our appreciation of their 
surgical skill was marred at times by objection- 
able efforts to catch disturbing flies. After 
having seen the great sanitary accomplishments 
at Panama where both flies and mosquitoes are 
conspicuous by their absence, it was difficult for 
us to understand why the same immunity from 
these pests should not be enjoyed in Rio and 
Buenos Aires. For that matter, we all won- 
dered why the same relatively simple measures 
which accomplished such miracles for Panama 
would not bring about the same Utopian condi- 
tion, as far as insects are concerned, in our 
own communities in the United States. 


As anesthetics, we saw chloroform, ether, 
local infiltration, and spinal anesthesia used. 
Chloroform was not used very often. Ether, 
when given, was employed usually with the 
Ombredanne mask, so popular in France, and 
well liked by most of us who saw it used in 
France. Infiltration anesthesia was freely em- 
ployed, and spinal anesthesia (or lumbar an- 
esthesia, as I prefer to call it) was quite popu- 
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lar, especially in Rio and in Buenos Aires. 
Professor Arce of Buenos Aires is perhaps the 
most ardent advocate of lumbar anesthesia in 
the southern countries. His recent visit to 
Cuba a year ago last fall inspired a number of 
Cuban surgeons to undertake lumbar anesthesia 
and all the abdominal operations I saw done 
in Havana were accomplished under lumbar 
anesthesia. Some lumbar work was done in 
Montevideo; but for some reason they haven’t 
gotten enthusiastic about spinal anesthesia there 
yet. This spinal anesthesia work was especially 
interesting to me for as you know I have been 
doing quite a bit of this for the last few years. 
Most of the American doctors on board seemed 
to share the prejudice which almost universally 
exists in this country against this form of an- 
esthetic and many of them were agreeably sur- 
prised by the results which they saw. The per- 
centage of anesthetic failures admitted by our 
southern friends, however, was greater than I 
see in my own work, and greater than I have 
seen in France and in Germany. 

One rather amusing circumstance occurred 
in Cartagena which shows that human nature 
is more or less the same the world over. An 
American (United States) doctor who formerly 
lived in Cartagena had operated on a young 
man for appendicitis. I was rather amused to: 
see the following note in the Cartagena paper, 
the day we arrived there. This is a rough 
translation as I recall it. 


THE OPERATION LAST NIGHT AT THE 
CHARITY HOSPITAL 


“Last night, there was operated on at the Charity 
Hospital, Mr. So-and-so, age 22, for acute peritonitis. 
This gentleman was operated upon about a year ago 
for appendicitis by the American Dr. , in the 
now extinct Cartagena Hospital. The young man 
made an excellent recovery and for about a year 
enjoyed good health; but recently he was seized 
with sharp pain in the abdomen and with distention 
and other symptoms which led Dr.——— of 
Cartagena (the native doctor) to make a diagnosis 
of acute peritonitis. At operation, it was found 
that through a serious mental oversight on the part 
of the surgeon who operated in the first place, a 
gauze sponge had been left in the abdomen. Our 
Dr. found this and removed it and the pa- 
tient is now making an excellent recovery. 

“Regarding this regrettable incident, we will main- 
tain a discreet silence (sic!) only permitting our- 
selves to add -that Dr. (another native) who: 
was formerly associated with the now extinct Car- 
tagena Hospital, assures us that he had nothing at 
all to do with this operation, which was performed 
by Dr. (the American) alone.’’ 


I do not know that if any one there had any 
idea that we would read the Spanish news; but 
it was interesting to us in view of the fact 
that that very morning we had been shown 
into this young man’s room at the Cartagena 
hospital and found him in good condition; but 
with the offending gauze sponge in a pan on 
the table by the bedside; and the sponge was: 
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dangled before his eyes for exhibition while 
we were in the room. 

In reviewing my remarks regarding the lack 
of nurses, we were interested to know how 
the patients were taken care of after operation. 
In the public hospitals to which, with rare 
exceptions, private patients never go, the 
patients are put in large wards and taken 
care of by attendants who are given more 
or less training by the hospitals under the 
supervision of one of the few trained nurses 
which are available. Most of the trained 
nurses get into the private hospitals or “health 
homes,” of which there are a great many in 
these southern cities. Every surgeon of any 
consequence has his own private hospital to 
which he takes only pay cases. In these, the 
patient’s rooms always have two beds, one for 
the patient and one for a relative, and the 
patient is supposed to bring a relative or friend 
who will help in the after care. The doctors 
themselves attend to the dressings, of course, 
personally, and there is supervision afforded 
usually by a floor nurse who is a graduate. 
Some of the most beautifully equipped surgical 
institutions I have ever seen were these private 
hospitals in Buenos Aires, Montevideo and Rio. 

Most of the equipment is of European manu- 
facture. Most of the instruments for general 
surgery are from France, made by Collin. 
Some of the eye instruments are of English 
and German make. 

I found a good deal of skepticism of the 
quality of American goods, owing to the un- 
fortunate fact that during the war a number 
of American manufacturers (I am not refer- 
ring to medical or surgical supply houses) 
flooded the South American market with second 
and third rate goods after requiring cash pay- 
ments in advance. The courts are still full of 
lawsuits growing out of this attempt to fool 
our southern neighbors (at least this is their 
story), and it is only slowly that confidence in 
the quality of North American goods is being 
restored. 

It is interesting to note, however, that all the 
iron pipe in the Buenos Aires water works 
came from Toronto and the great majority of 
the motor cars seen in South America come 
from the United States. The market is grad- 
ually being reconquered; but time will be re- 
quired to overcome this unfortunate prejudice 
created during the war. 


The medical schools in South America were 
very well equipped. In fact, the only medical 
schools which I personally inspected, those in 
Rio, Montevideo and Buenos Aires, were ex- 
ceptionally well equipped in very fine buildings. 
Accessories of all kinds for laboratory and 
clinical work were supplied in abundance. Yet, 
it seemed to us that the quality of work being 
turned out by these medical schools was on the 
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average not as good as with our schools, in 
spite of the wealth of equipment. The ex- 
traordinary number of holidays, 50 for the 
year besides Sundays, the discouragement 
afforded continued physical and mental effort 
by the tropical climates as well as a hereditary 
inclination to do nothing that one can hire 
some one else to do, probably all share in ac- 
counting for this. While the medical students 
are given six year courses, corresponding to 
our six year combined courses for B. S. and 
M. D. degrees, there is not the same opportun- 
ity afforded for the intimate surgical work 
such as we see in our own schools. 

It is evident that Spanish should be given a 
more prominent place in the schools of the 
United States, if the coming generation ex- 
pects to maintain intimate and mutually profit- 
able relations with the South American coun- 
tries. Spanish is the universal language ex- 
cept in Brazil where Portuguese is spoken. 
One who speaks Spanish gets along very well 
in Brazil, for the two languages are very simi- 
lar. All these doctors have studied French and 
the majority speak it fluently. 

One of the objects of the cruise was to parti- 
cipate in the laying of the corner stone of the 
Gorgas Memorial at Panama. General Gorgas. 
was probably greater loved and his work better 
known in some of the South American re- 
publics than in his own country ; and therefore, 
it is not surprising that the South American 
republics should without exception join: heartil’ 
in the effort which is now represented by the 
Gorgas Memorial Foundation with headquarers 
in Washington. Dr. Franklin H. Martin is 
the Vice President of the Gorgas Memorial 
Association. Dr. Dowling of New Orleans,. 
Dr. Starr of Toronto, Dr. McDougal of Hali- 
fax, Dr. Polak of Brooklyn, Dr. Young of 
Baltimore, and several other surgeons equally 
prominent in this country assisted in the cere- 
mony of laying the corner stone. It is to be 
hoped that the medical profession of the United 
States will join heartily in support of this 
movement which is still under way, and which 
will still require considerable effort-on the part 
of the doctors before it is brought to a success- 
ful conclusion. 

J. T. Case, Battle Creek, Mich. 


Editors Note: We feel very certain that our mem- 
bers will read with pleasure this interesting letter 
of Dr. Case. It gives us an insight to South 
American medicine and its medical profession. We 
extend thanks to Dr. Case and are proud that he 
so ably represented Michigan at the formal meet- 
ings. 





THE BUSINESS END OF OUR 
PROFESSION* 


Day by day, in every way, we doctors are getting 
betted and better—done, 

Kindly repeat this twenty times a day, then ponder 
and think. 
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This is the open season for all forms of medical 
quackery and humbuggery. Insanity is on the in- 
crease, and with it flourish the near-insane cults 
and ever increasing multitude of quacks and char- 
latans; and in inverse proportion to their merits 
will they be exploited by cleverly devised schemes 
to attract attention, in accordance with the principle 
that empty barrels sound the loudest. They sell 
their wares, not by merit as doctors do, but by the 
wonderful sales talk of the most able advertising 
specialists whose limit for falsifying and misleading 
is only the amount of such stuff their ignorant or 
unthinking patrons will absorb. 

Not only the ignorant and uneducated, but many 
persons of some education and refinement are misled 
by the glib talk of “‘subluxated vertebra,” “impinged 
nerves,” ‘“electro-vibro diagnosis,” and ‘‘day- by- 
day-in-every-way” slogans, till they accept as truths 
what their reason would promptly reject, were they 
not more fond of guessing than of thinking. They 
become firmly convinced that all ills can be cured 
by punching the spine, sending a drop of blood to 
New York, or repeating a slogan a few times. 

Recall the advertising done by the chiropractors, 
when one of their number wads called in, at his own 
request, to see a case of “sleeping-sickness” after a 
doctor had treated it a few days. This patient, it 
was claimed, went to sleep an hour or so after the 
spine-punching by the “chiro,” and of course the 
unthinking public do not exert their brains sufficient 
to recall that sleeping is the main characteristic of 
this disease, so much so that it gives it the name, 
“sleeping-sickness,’’ hence that ad was sufficient to 
convince thousands of gullible victims that chiro- 
practic is a science. This ad, however, did not state 
that said patient grew worse and worse, day by day, 
in every way, after each of the spinal adjustments 
of impinged nerves by said “chiro-doc,” until the 
parents were compelled to dismiss him and re-em- 
ploy their doctor, and the patient recovered. True, 
this case was reported in the medical journals, but 
only doctors read them. 'The public heard only one 
side, consequently this ‘‘chiro’’ ad did as much good 
to the ‘“‘chiros’”? and as much injury to the doctors 
and general public, as though there had been no 
such exposure of their false claims. 

You also recall the half-page ads in the state 
papers, in which the Eddyites asserted that “fear is 
the cause of all evil,’’ including illness, but when 
you reply that they might as properly claim that 
fear is what makes the earth revolve or makes your 
auto run out of gas in the middle of the night, 20 
miles from a filling station, they are silent, or say 
“vou can’t understand.” 

When a college trained Christian Science mother 
claims she can dip her hand into a boiler of scalding 
water without injury, she is “dippy;’’ when she lets 
her two-year fold baby play on the railway track 
unattended, and says she has not a particle of worry 
for its welfare, we are inclined to believe that there 
is much need of enlarging our insane asylums, and 
getting after the faddists responsible for getting 
them that way. 

Even the Deity is represented as boosting for the 
quacks. Notice this ad: “If Jesus Christ were to- 
day walking the ‘earth among men, He would be 
distributing samples of Vita-ore instead of loaves 
and fishes.”” What a combination! TVita-ore, iron 
Sulphate and Epsom salts and Jesus Christ. 

While treating a pneumonia case in our county, 
I noticed a paper printed by healer Boswell in 
Detroit, in which patients were alleging all sorts 
of cures, and I was impelled to remark that if this 
religion taught them to lie like that, I would be 
inclined to think their faith came from the direction 
opposite to Heaven. Among the cures was an inter- 
‘esting account of a woman from Mt. Pleasant, 
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who reported that a local doctor had diagnosed a 
tumor, and she was on her way to Detroit to get 
cured by Boswell, when the tumor disappeared on 
the train, and thus Boswell had saved her. If he 
did, he has much to answer for. 

These seem ludicrous to us, but to laymen they 
are just as potent as though they were realities, and 
this same family I was then visiting had an epilep- 
tic young woman “cured” in one seance with this 
same healer, and when she died the same week pre- 
sumably in an epilepto-hysterical fit from getting 
“cured,”’ this family wrote a long ‘‘Praise the Lord’”’ 
article for the newspapers, commending her ‘‘cure’”’ 
by this wonderful faker. Had this case been so 
mistreated by a regular doctor without any such 
sacriligious bunk, there would have been a $15,000 
damage suit. 

One important reason for the success of such 
persons as Lorenz and Coue, is the prominence 
given them by the newspapers, when ethical medi- 
cal men do not keep press agents, and it is a fact 
that millions of persons judge ability by the amount 
of newspaper propaganda. They love to take ready- 
made verdicts of the press. The Journal of the A. 
M. A. says: ‘‘To the unthinking mind it is merely 
necessary to repeat a matter five or six times, in 


order to make a fact. There are more people cuckoo 
than Coue.”’ 


Dr. S. B. Finney, evidently a licensed, but non- 
graduate doctor of Delta, Ohio, “gives great pains 
to his patients” by mail, claiming to tell what is the 
matter with persons who send only name and age. 
To test his ability, my son sent his name and age, 
and received in answer a long letter, bulging. with 
about every ailment possible, and several impossible, 
in a human, except endometritis, and he probably 
omitted that, not knowing from the name Vernell, 
whether male or female. From the long list of ail- 
ments, infirmities and “mis-fonctionings” of his sys- 
tem, and ‘‘renovations” required, it would seem that 
the only way to restore him would be to scrap the 
whole machine and get a new lock stock, and barrel; 
but this general old quack agreed to fix him up all 
right for $3.17, broken and missing parts included. 
Thankful that he had not been charged at garage 
rates, I sent this wonderful long distance diagnosis 
to our state secretary, who sent it to the P. O. in- 
spector, but I have not heard of any arrests for 
fraudulent use of the mails as yet, ; 


Another case: An Indian herb doctor named 
Bernard, living near Shepherd, and practising all 
over where picking is best, looks into the eyes and 
hands out ready filled sacks of such remedies as 
ground alfalfa and boneset and treats 218 patients 
at $2.00 per in one day in a town where six regular 
but modest doctors are reading their bible or shoot- 
ing craps for want of other occupation. He has been 
doing this for years, right under our observation, 
and even sent medicines by mail C. O. D. to strang- 
ers giving no symptoms whatever, though I under- 
stand the P. O. department has at last stopped his 
use of the mails, but it seems impossible to get the 
officials to convict him of practicing medicine with- 
out a license. ; 

The “Doctor” in a traveling medicine show was 
arrested at Clare for practicing medicine without a 
license, but I was compelled to make the complaint 
as prosecutor and sheriff refused. The judge fined 
him $10 and small costs, after suggesting ‘that I 
should not bother him since the people were old 
enough to know what they wanted; but his hooch 
cases do not get the same argument applied. That 
is almost exactly the amount this same judge fined 
me for driving my auto one day before receiving my 
license plates ordered a week before, in a case of 
saving the life of a man having a severe hemmorr- 
hage, when I had no time to wait for a taxi. In the 
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same city lives a man who paid $1509 for first 
offense of having a little ‘“‘hooch” in his possession. 
Thus is seen the relative importance of these three 
illegalities, as judges consider them: 

First, Trifling with innumerable human lives, by 
a quack, $10 fine. Second, Saving a human life, by 
a doctor, nearly $10 fine. Third, In pursuit of 
human happiness, by a bottle, $1509 fine. Isn’t that 
fine? At that proportion, the doctor should expect 
a life pension if he should kill a man. 

Is there any wonder such ridiculous conditions 
exist? Besides the newspaper mis-education of the 
public before mentioned, frauds have many other 
agencies. The superintendent of a $200,000 school 
in a city not a thousand miles from my home city 
Clare, and his wife who also is a teacher in same 
school, take a handkerchief rolled in the hands of 
the ailing one, wrap it inside a dollar bill, (other 
paper spoils the charm) and send these to a woman 
in New York, who writes or telegraphs back the 
appropriate (?) treatment for the conditions found 
in the handkerchief—and thus our money goes 
merrily on in immense taxes to build such schools 
and hire 1923 model teachers of that calibre. 

Speaking of taxes brings us to consider our state 
legislature. You \recall last legislature’s famous 
Chiropractor bill, authorizing them to treat dipther- 
ia, appendicitis, ectopic gestation, and all other 
human ills by their ‘‘one skillful thrust” on the 
spine, and said bill contained a beautiful joker that 
recited that ‘‘all other acts in opposition to this are 
hereby repealed,” thus by one skillful thrust they 
legislated every Michigan doctor out of existence, 
and made it a crime for any one to employ any but 
a chiropractor. This bill was passed almost unani- 
mously by both houses and was on its way to be 
signed by Governor Grosbeck, who is reported to 
have given his pre-election promise to support such 
bill, when some one got busy and our legislators 
began to hear from home, and the bill was promptly 
recalled, reconsidered and rejected. This same 
legislature voted about $7,000,000 for the U. of M. 
requirements, when three-quarters of one million 
was the usual requirements; and this at a time when 
over half our farmers are unable to pay any taxes; 
much of this money being wanted to build a wonder- 
ful hospital to further attract our patients. Again 
- this year they are asking for another $7,000,000, and 
there will be many more such requests, saying they 
absolutely require this money, regardless of the 
desperate plight our farmers are in. If such ex- 
penditures are kept up, it would appear that the 
hospital must be greatly enlarged to receive the 
future pauper patients who are now our best pay 
patients. 

This big expenditure is presumably to give suit- 
able clinical material for the medical students. In 
other words, the U, wants this money to take our 
patients to teach our sons to become well qualified 
physicians and surgeons, then when graduated as 
such, the U. will contend that they are not qualified 
to treat a case of piles, and ask that they send their 
patients to the U. hospital to teach their sons, etc., 
etc., ad infinitum. 

Last and most important, I shall find fault with 
ourselves. Doctors are proverbially poor business 
men, and it seems to me that we practically all 
need a post graduate course in modern business 
methods. 

We spoil the public by using it too well. We are 
so busy increasing the standard of medical educa- 
tion, aiding in research work, giving millions of 
dollars in money and services to charity and un- 
grateful deadbeats, spend our hours of rest in 
answering Volstead questionnaires, and keeping tab 
of the narcotic and income-tax reports and alco- 
holic percentages, and promoting everything that 


has to do with public health and sanitation, there- 
by decreasing our incomes—so busy that we have 
litle time nor thought for our personal welfare. 

Doctors should charge a reasonable fee, and in- 
sist on collecting it promptly. Some doctors insist 
on being paid when the party has nothing else he 
can use the money for. Such doctors, as is said of 
Dr. Goldsmith, give all they have, and sleep in the 
feathers, only, such doctors have no feathers—in 
this world: 

Some insist on a settlement yearly, by cash or 
note—if the patient has not conveniently moved 
away. Some prefer the six months’ plan, others the 
three months’, and so on; but as no other business 
on earth is run on such plans, I see no reason why 
we should give our patients so long to get rid of 
our money, and I therefore have all my statements 
bear the significant legend, ‘“‘All bills are due when 
services are rendered,’ and it might be a good idea 
to have them read ‘‘before services are rendered,” 
in a goodly number of cases, to which you will sure- 
ly all agree. 

It certainly seems strange that a doctor, with 
all his years of costly study and experience, and 
his very large expenditure for equipment of the 
highest order, should offer his services for less than 
a raw recruit in a garage will charge you to fix a 
balky spark plug or repair an inner tube. Propor- 
tionate to our outlay and preparation, we should 
charge him about $3,000 for an operation on his 
“inner tube.”’ 


You get your car stuck in the mud going to see 
a patient that never pays, a farmer with a team 
comes along and charges you $2 for ‘two minutes’ 
work, and you cheerfully pay him cash, never a 
year’s time, but if you charge him $2 for discover- 
ing he has elephantiasis of his nerve, he is sore 
about it. 


A lawyer charges $1,000 cash for keeping his 
client from going to jail for six months, whereas 
a doctor charges perhaps $25 for keeping him from 
going to Hades for eternity. Also we often have 
to wait that long for our $25. 


Of course I do not advocate unduly harsh mehods. 
We are all soft enough when the right time comes, 
and I need not dilate on that. It is a fact, how- 
ever, that your ability is often judged by your 
charges, and you may be surprised how your kind 
hearted act in making a small charge is often mis- 
interpreted as a sign of inferiority, even by other- 
wise deserving patients. I saw a skillful trephin- 
ing operation done on a boy, for which the father 
was charged only $25 by the sympathetic surgeon, 
shortly after, a neighbor said to that father, “That 
was quite an operation your boy had,’’ to which the 
father replied, “Oh, nothing much, only a little $25 
operation; but your wife’s was some operation, I 
heard it was a $300 trachelorrhaphy. ‘Yes, sum 
operation—the sum of $300.’ 


A patient was sent to me by a brother physician, 
and I asked him, “Didn’t the Doctor know what 
you had?” ‘Seemed to have a pretty accurate 
idea—he asked me for ten dollars, and I had only 
eleven.”’ 


Another doctor was called five miles into the 
country one rainy night to visit a man who had 
swallowed a Canadian penny, but on arrival he was 
told from the window that he was not wanted, as 
the man had coughed up the penny. The doctor, 
however, was not so easy, and told the man to get 
busy and cough up $5 for his trip, which he reluc- 
tantly did, and has been a good friend ever since; 
whereas, had he been lenient with him, he would 
have had neither friend nor $5. 


A proper charge will also do your patients much 
good. You will be surprised how it will hasten their 
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recovery when they find you are charging them 
$10 a visit. 

Petty political grafting causes very many of our 
patients to be sent to Ann Arbor at public expense 
when well able to pay their own way. It is not 
difficult for a man rated high on the tax roll by his 
supervisor, to be rated as a pauper by this same 
supervisor and an accommodating probate judge, 
when said man has a few good political votes at his 
command, and such officers do not always stop for 
legal technicalities, as in this case: 

Last June a Clare County boy of 20 years broke 
his neck; completely paralysed below the neck, but 


living for three weeks, he developed a very extreme. 


hypostatic pneumonia, with a temperature of 103, 
pulse 126 to 130; had also a severe cystitis -with 
complete urinary retention; developed several bed- 
sores and trophic ulcers, and in this dying condition 
was illegally railroaded at public charge to the U. 
hospital through influence of an accommodating 
supervisor and probate judge, who both were well 
informed of all the circumstances, and despite the 
very emphatic report of the attending surgeon that 
the parents were well able to pay their own bills, 
and that said patient should not be moved, and 
would not be benefited by hospital treatment, giving 
in detail the reasons as above recited. 

This recipient of public charity was a farmer who 
owns a 560 acre farm, more than ordinarily well 
equipped, having 34 cattle, 36 sheep, 5 horses, also 
tractor, truck and auto, a gas engine, ensilage 
cutter, threshing machine, blacksmith outfit, a small 
stock of a general merchandise store, in adition to 
the usual machinery of a well developed farm, This 
apears a fairly good equipment for a pauper, eh? 

Now let us consider what means we have for 
combatting these conditions. First, we have the 
pure food law, which has done much to restrict the 
nostrum evil, with the assistance of the American 
Medical Association and several good magazines in 
that behalf. 

Next, we have the health-lectures program of the 
joint committee of the State Medical Society and the 
U. of M. which will do some educational work; also 
we have a little (accent the little) individual work, 
in spots, to curb the illegal practice of medicine; 
but since we have at least four ‘‘doctors’’, one 
chiropractor and several druggists openly practising 
medicine in Clare County without license—one doc- 
tor right under the shadow of our county court 
house, with no officials willing to take action against 
them, it seems that some further system should be 
devised to curb their activities. 


The trouble is, there is no one directly responsible 
for arresting these illegal practitioners. Our State 
Medical Society, our County Medical Society, our 
sheriff, prosecuting attorney, the attorney general of 
Michigan, the State Board of Registration, and most 
of us individually, seem content to pass the buck. 
As a rule it is obviously not desirable for a doctor 
to be compelled to take the brunt of the prosecutions 
alone. In union there is strength—if you don’t 
believe it, notice what happens when one of your 
auto wheels comes off. 


Why should we be compelled to compensate for 
existence with such illegal quacks? I presume there 
is an illegal school teacher, lawyer or dentist in 
Michigan. The dentists have a Board of Examiners 
Who look after this work very successfully and I 
would suggest we take united action to secure some 
such body to look after our problems, or that an 
ethical business organization of the state, a Medi- 
cal Chamber of Commerce so to speak, be instituted 
to take care of all propositions as affect the business 
end of our profession. 


If we continue on as we are doing, we will have 
the satisfaction of earning a reward in the great 
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hereafter, where quack and politician doth not cor- 
rupt, while our quack friends have of course gone 
the opposite way, but even that might possibly have 
its draw-backs, if the story is correct as told of 
two friendly Irishmen, a doctor and a chiropractor 
who died. The doctor of course went to Heaven as 
all doctors do, while his Irish friend the chiro, 
because of the life he led, went in the opposite direc- 
tion. The doctor worried as to his friend’s condition, 
and called down, ‘‘What are ye doin’, Pat?” ‘‘Oi’m 
shovellin’ coal.’”’ ‘Do ye wo-r-r-k hard?” ‘“‘Not very, 
we have plenty of shifts, and I wo-r-r-k only about 
two hours a day. What are you doin’, Doc?” ‘Foith, 
an’ OI’m sweepin’ off the golden stairs.”” “Do ye 
wo-r-r-k hard, Doc?’ ‘Yis, very hard—about 20 
hours a day—we’re very short-handed here.”’ 

It is positively ridiculous that we, the most ex- 
pensive products of the finest colleges on earth— 
we, the 1923 model doctors who ease their aches 
and pains through infancy, guide and instruct them, 
and kidnap their offending tonsils, adenoids, prepuce 
and appendix in childhood, answer their S. O. S. 
calls for 606 and lie for them in their adolescence 
religiously guard their secrets in maidenhood, add 
grace and beauty to them in vigorous man- or- 
womanhood, annex glands to make monkeys of them 
in their impotence, and make, soft their rough 
places in their declining years, and pray for them 
and ease them in death—it is ridiculous, I repeat, 
that we, the legal guardians of our citizens’ lives, 
health and happiness from embryo to dust, should as 
I have shown, be made the goats of all creation. 
*Read at the regular meting of the Gratiot-Isabella- 
Clare County Medical Society, at Alma, Jan. 25, 
1923, by James A. Reader, Clare, Mich. 


A PUBLIC HEALTH POLICY 


The Editor of the Journal of the Michigan State 
Medical Society: 


The editorial entitled, ‘“‘The Need for a State 
Health Commission Policy” on page 212 of the April 
Journal is well worth the time spent in reading, 
not only to every doctor in Michigan, but every man 
in the United States who can honestly write M. D. 
after his name. If any man ever wrote the truth 
as I see it, and expressed himself just as I would 
have expressed it, if possible, it was expressed by 
the editor of that article. In closing he asked the 
question, ‘‘What is your opinion?’ I therefore am 
led to believe that he wishes some responses from 
the rank and file of the profession throughout the 
state, and I am accordingly giving mine. 

It is very plain to everyone that there is a rap- 
idly increasing tendency toward socialized medicine 
in all centers of population, and I am not too certain 
but that even the state of Michigan in its over- 
zealous endeavor to eradicate venereal disease, to 
give the unfortunate victim of tuberculosis his every 
chance, and the ‘“‘Saving Mother’s and Babes’ cam- 
paign,’’ may be unwittingly lending some influence 
in its behalf. I do not believe that the City of 
Lansing is any different in its system, or lack of 
system employed at its health center, from other 
cities. Doctors in every city, in every line of prac- 
tice, I am certain, are willing to do all that may 
be required to be done without pay, for all those 
in need of services in any branch of medicine, who 
are unfortunate enough to be in a position unable 
to pay at least a moderate fee for the service, and 
whose conditions are such as to make it difficult for 
them to obtain credit owing to the probability of 
their inability to pay in the near future. We do, 
however, feel that there should be some kind of a 
check up system, so that those who may come and 
sign the blank asking for free treatment for them- 
selves or some member of their family, may be fol- 
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lowed up and found to be honestly entitled to free 
service. I do not believe it to be to the best inter- 
ests of the people themselves, the poor who are 
making an honest endeavor to support themselves 
unaided, the people at large, i. e., the taxpayers, or 
the medical profession, that this aid should be ex- 
tended by institutions or health centers, without 
their system including the employment of a com- 
petent agent, whose duty it is to go immediately 
after application for free service and ascertain the 
following information: (1) The condition and 
health of the family, especially its main support. 
(2) The place of employment of the head of the 
family and the wages earned. (3) The size of the 
family and in general their ability to be self-sup- 
porting. After a report based on such information, 
decision could easily be reached and placed in its 
proper classification, which to me it seems should 
include: First, treatment absolutely free. Second, 
able to pay a small fee. Third, able to pay. And 
this information sent to the physician in charge of 
the case, that he may know how to justly deal 
with the case to the best interests of all concerned. 

Another situation confronting us, which is well 
worthy of consideration, both to the laity and the 
profession, is the encroachment on the legitimate 
practice of medicine by the health center officials 
and their co-workers in the public schools, where 
health center nurses make superficial examinations, 
oftimes giving a false sense of security to the pupil, 
which is conveyed by them to the parent, and 
later, developing trouble forces them to a medical 
man, where the diagnosis given by the nurse was 
proven incorrect. Or again, if a pathological con- 
dition is actually discovered, they are sent direct 
to the health center for treatment instead of their 
family physician. As soon as school boards are 
educated to the fact that, from a standpoint of dol- 
lars and cents alone, the money saved by hiring a 
medical man, in whose hands would be placed all 
matters appertaining to the physical condition of 
school children, and all other health matters ef- 
fecting the school, the better it will be for all con- 
cerned. For then all examinations will be sent to 
the parent, with a report of the physical findings 
with advice to consult their family physician, oculist, 
aurist, laryngologist, dentist or other medical man, 
as the case may require, thereby placing the child 
in a legitimate medical channel, where most people 
prefer to be placed, still leaving them the choice of 
the free health center if they so desire. All the 
good editorials and all the good thoughts, written 
or unwritten, however, are going to, accomplish 
nothing unless, after being convinced of our past 
sins of omission, we do something definite regard- 
ing the matter. 

I believe the suggestion in the article referred to, 
concerning the calling of a conference composed 
of representatives from each county society, is the 
best plan. 

Let’s do it NOW. 

Earl H. Foust, 
552 Capital National Bank Bldg. 
Lansing, Mich. 





Editorial Comments 





“TIow little the average person knows of the 
trials and tribulations of the busy surgeon’s life, 
the anxious hours he passes, or the burden of care 
that is always his! 

“Only those who have practiced surgery and 
know the painstaking attention to details and eternal 
vigilance required, not only to assure the results 
sought, but to prevent disaster, have any idea of 
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the moments of discouragement and depression 
that are bound to come to every conscientious sur- 
geon who operates extensively. Let no one think 
that the most successful surgeon does not have 
days when some malign force seems to nullify every 
effort. He may be routed out of bed at daybreak 
with the news that some case seemingly out of 
danger, has had a serious hemorrhdge; when he 
reaches the hospital, the elevator may be stalled and 
a climb of several flights of stairs be necessary; the 
patient, who suffered a secondary hemorrhage, may 
have passed away; his instructions as to the prepara- 
tion of the first patient to be operated upon, may 
have been ignored, and yet the conditions may not 
prevent a postponement; the next patient may take 
the anesthetic so badly as to be in danger through- 
out the operation; the diagnosis in this case may 
prove all wrong, requiring an entirely different 
technique than originally planned; when the time 
comes for closing the wound, the sutures desired 


- may have been forgotten, or nervous and disturbed, 


the surgeon may fail to exercise his usual care, and 
though the sutures be those he always employs, 
he may tie them so quickly, or use so much more 
force than usual, that he will break several before 
he realizes that the fault is his; and then to cap the 
climax, the patient may collapse and ‘‘a death on 
the table’”’ be avoided only by the hardest work. 

“So it may go the whole day through until at 
last, when he lies down to a well earned rest, he 
will wonder, as any other tired over-wrought man 
will, is it all worth while? Is the effort, the thought, 
the painstaking attention to detail, the constant 
strife against difficulties, the continual coping 
against the unforeseen and the unavoidable, justified 
by the result? Why not take things as they come, 
be satisfied with doing one’s duty and doing it well, 
and stop striving always to give one’s best? Are 
the material rewards of surgery, the constant strain 
of forgetting one’s self, the frequent disappoint- 
ments and the inevitable worries, really worth 
while? 

“Then as memory conjures the satisfaction of 
past achievements, the many homes made happy by 
the restoration of a mother, a father or some other 
dear one to the family circle, the little ones saved 
from chronic invalidism, the many sufferers re- 
lieved of their pains and disabilities, and made 
useful members of society, and finally, the opportun- 
ities for greater triumphs over difficulties, the an- 
swer comes, yes, a thousand times, yes! And the 
trials of the day just passed, are forgotten in the 
prospective tasks of the morrow.” 

—Notes and Abstracts. 





Goitre is not a contagious disease. An individual 
having a goitre is not dangerous, nor does he or she 
exercise a harmful influence upon any person with 
whom he comes in contact. Goitre incidence is not 
threatening the health and welfare of the public 
or of children any more than is rickets, hypertro- 
phied infected tonsils, vision defects or defective, 
decayed, infected teeth. Then why should health 
officials undertake to provide free treatment for 
cases of incipent goitre as found among _ school 
children? Is it not just one more step by health 
officials to enter in upon the practice of medicine— 
socialized medicine? To provide for the indigent is 
commendable. To provide free treatment for all 
vi to usurp the work of doctors merits condemna- 
ion, 





Houghton County Society has sent in a live 
monthly report . You will find it under County So- 
ciety News, County secretaries are urged to emulate 
this example. 
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For every height and for every age there is a 
point beyond which no man should allow his weight 
to go if he desires to remain vigorous and healthy. 
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These weights have been determined by many ob- 
servations and scientific studies and are in no 


sense arbitrary statements. 

















Ages | 15..24 | 25..29 | 30..34 | 35.39 | 40..44 | 45.49 | 50.54 | 55.59 | 60..64 | 65..69 
5 ft. 4 in. 131 135 138 140 143 144 145 145 144 143 
& ft. Gin: 134 138 141 143 146 147 149 149 148 147 
5 ft. 6 in. 138 142 145 147 150 151 153 153 153 151 
5 ft.. 7 in: 142 147 150 152 155 156 158 158 158 156 
5 ft. 8 in. 146 151 154 157 160 161 163 163 163 162 
Stk Sein: 150 155 159 162 165 166 167 168 168 168 
§ ft. 10 in. 154 159 164 167 170 171 172 173 174 174 
5 ft. “HE in: 159 164 169 173 175 Lit 177 178 180 180 
6 ft; 0 in: 165 170 175 179. 180 183 182 183 185 185 
G ft; Tim 170 177 181 185 186 189 188 189 189 189 
6 ft. 2 in. 176 184 188 |, 192 194 196 194 194 192 192 
G<ft;. Sin: 181 190 195 200 203 204 201 ft Se ns meee 









































Obesity is, in a vast majority of instances, due 
to ignorance or neglect. Obesity always brings on 
a number of disagreeable symptoms. The fat indi- 
vidual is never as efficient as he would be if his 





(Note From Symond’s Table of Height and 


Weight for Different Ages). 


weight is reduced to the number of pounds he is 
structurally equipped to carry. The fat man in- 


vites disaster in the form of structural and organic 
defects. 


life line.”’ 


“The longer the waste line, the shorter the 





BUCK UP 


We doctors at present seem to be in quite a muddle, 

But I guess we’re not the only ones who have a 
little trouble. 

If we believe all we are told and everything we hear, 

You can bet we’re through with medicine for the 
end is mighty near. 

It looks as though the old profesh, once honored 
and revered by all, . 

Is slowly being jolted by the public for a fall. 

The chiropts and the healers are in a maddening 
race, 

To see which can be first to usurp the doctors’ place. 

Our legislative bodies to cult and quack give ear, 

While the good old fashioned medic is crowded to 
the rear. 

What, with health board clinics in cities large and 
small, 

It’s a wonder that the doctor has any work at all. 

The women’s clubs and uplift workers with good 

intent, no doubt, 

Are advocating health reforms which they know 
naught about. 

And now the latest craze which enters in the chase, 

Is sponsored by our aid, the nurse, who would like 
to boss the case. ‘ 

The welfare workers are increasing at a most alarm- 
ing rate, 

Taxes mounting higher, while we pay out the 
freight. 

We have within our midst a self-appointed crew 

Whose every aim and object is to tell us what to do. 

Who are these parasites that are spending all our 
wealth? 

Who pose before the public as the guardians of our 
health? 

They train the babes and mothers, preach compen- 
sation and the like, 

But are plugging for state medicine with all their 

main and’ might. 

Their chief interest is their salary which amounts 
to quite a chunk, 

While their talk of help the doctor, is nothing but 
mere bunk, 

After listening quite patiently to their bolsheviki 


stuff, 

I think the time is here when we ought to treat ’em 
rough. 

We know this gang’s deceptive for they both lie 


and cheat, 






They’re something like our cascarets, they work 
while we're asleep. 

One of the many things which with their scheme 
is harmonized 

Is to see in future a profession socialized. 

It’s time that we, as medics, when dealing with 
such rakes 


Began to think quite seriously of putting on the 


brakes. 

The sooner that we realize there’s a good stiff fight 
on hand, 

The faster we will organize throughout this busy 
land. 


We've got to show this outfit we’re wised up to 
their game. 

That when it comes to battling we possess a mighty 
name. 

If in the mud we let them tramp us or crowd us 
in the ruts, 

We lack intestinal investature, or in plain English, 
“guts”. 

Let’s have a little action with a little less to say, 

A hundred promises tomorrow isn’t worth one 
punch today. 

Then when this gang gets busy and tries to slip 
one over, 

We'll grab a club and a la Ruth just swat them 
for a homer. 

It’s quite a job, I know, but we'll get our recom- 
pense 

If we only work together and use a little sense. 

—wW. P. W. 
Note: Not for it’s poetical beauty, but rather for 
the thought inherent do we give space to the above. 
Just ponder on the thought.—Editor. 





During the past month we have addressed letters 
to a number of our members pointing out the de- 
sirability of inserting their professional cards in our 
Professional Announcement Section. We added that 
this income was necessary to enable us to send 
them a larger Journal with a greater variety of 
articles. We received two lone replies. Yes, this 
issue is smaller in size than former ones. It is 
smaller than we desired. We are unable to make it 
otherwise. We have just so much money to spend 
on each issue. During the past three months we 
have exceeded that amount. Unless we receive an 
increased earning revenue we have but one alterna- 
tive, and that is to retract and make up on subse- 
quent issues by reducing their size. This can be 
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obviated if some of our members, who can afford 
to do so, would come to the Journal’s aid and in- 
crease its revenue by authorizing the insertion of 
their cards. This is not wholly a donation, because 
there accrue some returns to him who contributes 
this support. Will you be one of a hundred mem- 
bers who will proffer this aid? If we can secure an 
additional 100 announcements to those already car- 
ried we can send you a Journal such as Michigan 
should have. 


On two accasions we have been told that the 
opinions reflected in a former issue in regard to 
the rapid increase of government and state em- 
ployes and that we were rapidly setting up a sys- 
tem of bureaucratic control, were not consistent 
and were far fetched. We still insist that that 
danger threatens unless the profession asserts it- 
self and emphatically protests the expansion of 
plans that are now being instituted. We are not 
alone in that opinion. That the danger exists is 
well set forth in an editorial in the Journal of the 
Indiana State Medical Society, from which we quote 
the following paragraph: ‘ 

“And while we are on this subject we might men- 
tion the rapid increase in the number of employes 
in the public health service. Here again we have 
a political organization which puts forth every ac- 
tivity toward an increase in its functions and an 
increase in its pay. One of the most potent influ- 
ences tending toward the socializing of medicine is 
the public health service, and unless something is 
done to stem the tide, the medical profession as a 


profession will be subservient to public health offi- | 


cials, and every aspect of the practice of medicine 
will be under bureaucratic control. Concerning this 
matter one ex-congressman has said, ‘Let the 
proportion of public employes continue to increase 
as rapidly as they have in late years and we will 
within a reasonable time witness this phenomenon: 
Our population divided into two classes, those hold- 
ing public office, still a minority, it is true, and all 
others working to support the minority in office. 
From that condition to the soviet form of govern- 
ment is but a single step.’ ”’ 


During the months of October, November and 
December, 1922, and January, 1923, the Detroit De- 
partment of Health took samples of water from the 
17 swimming pools of Detroit. These were taken 
eight to twelve times a month and analyzed in 
the laboratory. At each visit, the inspector offered 
suggestions, when necessary, to the attendant of 
the pool. The rules compel each person using the 
swimming pools to take a warm soap shower, with- 
out suit, before entering the pool. No person with 
a head cold or other communicable condition is 
admitted. Seven of the seventeen pools have a sand 
filtration and ultra-violet ray disinfection. Five 
have a sand filtration alone. One has a sand fil- 
tration with chlorine. Of the other four, three are 
emptied daily and one twice weekly (all cleaned 
ever Saturday). The relative standing of the seven- 
teen pools is determined by averaging the relative 
pasition of each in two measures (total bacterial 
count and colon count). The Detroit Athletic Club 
pool has the best record with 22 bacteria per c.c. 
and 0.9 colon per 100 c.c. This is one of the sand 
filtration and ult: -violet ray disinfection pools. The 
pools without any filtration or disinfection, which 
are empticd daily or twice weekly, stand ninth, 
twelth, fifteenth and seventeenth. 


We congratulate the profession of Texas and the 
Texas State Medical Association upon having suc- 
cessfully wagered a legislative program that 
achieved the enactment of a medical law that is a 
safeguard to the people of Texas and which enables 
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the authorities to deal with violators through an in- 
junction proceeding. The law provides and requires 
that every individual who represents himself as 
capable of treating people and who engages in ac- 
tual practice shall be possessed of definite qualifica- 
tions as to education and training. The only excep- 
tion made is to Christian Scientists, provided they 
do not charge for their services. When these qual- 
ifications are met the state does not concern itself 
as to what curative measures are employed. Such 
provisions, we believe, are just and timely. Would 
that we had such a law in Michigan, Action should 
be undertaken to secure such a law from our next 
legislature. The result in Texas was obtained by 
the co-operative effort of the State Medical As- 
sociation. —_—— 


Dr. Reeder very pertinently discusses some of 
our medical problems which are of concern today. 
We recognize that they exist. However, our great- 
est concern is in regard to what are you, doctor, 
going to do about them. Are you going to quietly 
pursue your old course? Or, are you sufficiently 
concerned so that you are willing to give a day of 
your time each month to further effective activity 
to combat these conditions? Your county president, 
secretary and two or three members are not going 
to fight your battles alone. It is incumbent upon 
you to enlist for active service. We can talk and 
talk about these evils but talk alone never achieved 
very much. Every county and every member of 
every county society must subscribe individual and 
combined effort. Until that activity occurs you can 
confidently expect that matters will continue as 
they are at present. 


That 26 state licensing boards were represented 
and took an active part in the discussions of the 
Congress on Medical Education (held in Chicago, 
March 5, 6, 7, 1923), indicates that the Federation 
of State Medical Boards is fulfilling its purpose in 
uniting the interests of the different state boards 
in a common purpose of improving medical prac- 
tice. It is clearly evident that these boards are 
vitally concerned in the co-ordination of courses in 
the medical curriculum, the harmonizing of li- 
censure requirements with present-day medical edu- 
cation, the regulation of the intern year, the better- 
ment of hospital service, and the need of the or- 
ganization of hospitals for co-operation with the 
medical profession, 


The correspondence column in this issue contains 
some interesting communications. Please remem- 
ber that these pages are the open forum of the 
society. Members are urged to voice their opinions 
and recommendations. We especially desire you 
to participate in the discussion of the problems 
that confront the profession. May we have more 
communications from all over the state. There is 
only one limitation and that is that we will not 
publish personal attacks or abuse. We are con- 
cerned only with principles and policies. May we 
have your comments? 


Every month we receive during the last 10 days 
of the month, items and news notes for publication. 
As the forms of the Journal are closed on the 20th 
of each month, these items must hold over and this 


frequently causes them to become valueless. We 
urge therefore that such items be sent to reach 
us by the 20th of the month. 


Section officers and members are advised that the 
completed Section Scientific program must be in 
our hands by July 10th. Members desiring to pre- 
sent papers before the various sections should 
correspond direct with the section secretary. 





MAY, 1923 


Correspondence 


Bay City, Mich., April 10, 1923. 
To the Editor: : 


I have read the articles both pro and con on the 
Sheppard-Towner law and its effect, published in 
the two last Michigan State Medical Journals. 

Also two weeks ago, at an open meeting, when 
the doctors’ wives were invited to a banquet by 
the Bay County Medical society, the program com- 
mittee asked a veterinary from an adjoining town 
to address them. He took this occasion to speak 
against the Sheppard-Towner law. Some of his ob- 
jections you will read in the article that I am send- 
ing you, asking you to publish in the next issue. 

This is adding insult to injury to the women and 
infants who need this education and protection in 
maternity and infancy welfare. 

It is more than I can imagine why the physicians, 
of all people, can make this opposition to this law 
of humanity and which protects women and infants. 

A few city doctors are specialists in ophthalmology 
and do not come in contact with maternity and in- 
fancy, and do not know or realize the need of this 
education in rural districts. 

To say the least, I am asking a little of your 
space in the Journal and will appreciate it if it is 
granted. 

I am very truly yours, 
Mary A. W. Williams, M. D. 
* * * * 
The Editor of the Journal of the Michigan State 

Medical Society: 

As the medical profession are so near-sighted in 
the benefits of the Sheppard-Towner law that they 
can only see the mercenary view, how it will effect 
their practice, etc., how it will raise their taxes, 
how it will not reach those who need it, as you 
heard our good friend, the veterinary surgeon, dis- 
claim, who spoke to us a couple of weeks ago. 

They lose sight of the humane side of the ques- 
tion. As not many of the medical profession have 
defended the women and children in maternity and 
infancy, I wish to say a few things: 

Every article I read against the law fills me with 
indignation if it is written by a physician. That a 
physician, who of all men have a chance to know 
the perils of maternity, the suffering and agony 
that a woman goes through to bring a child into 
the world. 

Every protection in every way should be granted 
them; they need this method of education. 

The origin of this law was by a woman, true, as 
our friend, the veterinary, said the law was drawn 
up by a lawyer. I cannot see why that is any- 
thing against the merits of the law. 

The law was sponsored by more than a million 
women of the United States. This bill was intro- 
duced into congress in July 1918, and passed in 
1920, after the franchise was given to women. This 
was once when votes counted. Congressmen said it 
would never pass, but it did. 

A few legislatures accepted the law before it was 
passed. After it was passed 30 governors promptly 
accepted the law, pending favorable action at this 
year’s session of the legislature. 

So far Michigan legislators seem to be in favor 
of appropriating the few thousand dollars to con- 
tinue the educating of the mothers and expectant 
mothers in the care of themselves and infants. 

What happened in Massachusetts—one of the 
richest states in the union did not accept the law. 
The attorney general of Massachusetts got permis- 
sion of the state legislature to apply to the supreme 
court of the United States for an injunction forbid- 
ding the expenditure of the money appropriated by 


CORRESPONDENCE 261 


congress and the states for the welfare of maternity 
and infancy. 

What happened to him? When he sought the 
nomination for governor in the primary, the women 
of Massachusetts defeated him. This injunction is 
not liable to be granted by the United States su- 
preme court. 

Women and children first, is the law of the sea. 
Some of the doctors of the medical profession of 
Michigan would reverse this law, women and chil- 
dren last, 

Our friend, the veterinary, says that the women 
who need this help will not receive it, because the 
women will not go and receive this instruction, that 
they will be at home taking care of their families. 
This is a silly argument. Women in maternity are 
always eager to learn what to expect in their con- 
dition. Why wouldn’t they feel free to ask another 
woman, who has had experience in the practice of 
obstetrics. The women physicians of the Bureau 
of Child Hygiene of Michigan, who are putting this 
law into effect, only began organizing the classes in 
health centers less than nine months ago. 

Dr. Blanche Haines, the commissioner of the Bu- 
reau of Child Hygiene of the State Board of Health, 
is a woman of experience and knowledge of ma- 
ternity and infant mortality through her state work 
in the Maccabees, as are Doctors Elliott and Flor- 
ence Brown, her assistants. The latter, whom we 
all know, was born in Bay City, graduated in our 
high school, went to Vassar College, graduated, then 
graduated at Johns Hopkins Medical College, put in 
one or two years as interne there. 

These women are educated in this’ line. They 
are graduates of medical colleges of the highest 
standing. They are intelligent women and capable 
of imparting the kind of knowledge that women 
need. There is great need of education along this 
line. Every doctor knows the need of this. 

The appropriation by congress is for five years’ 
duration, During that time the women can be edu- 
cated in maternity and infancy welfare. This is 
needed and will lower mortality of women and in- 
fants. 

Dr. Haines told me that she and her assistants 
are very careful not to prescribe, but to refer these 
women to their family physician. This work will 
in no way interfere with the doctors. The better 
educated a woman is, the better informed a patient 
is, the easier it is and the less anxiety the doctor has. 

Michigan owes as much protection to the mothers 
and children as it does to the cattle, pigs and sheep. 
We all know the laws that are in force in this state 
to protect them. 

It is a pity that the Lord Almighty did not make 
the men bear their share of bringing the children 
into the world. Many women not only bear them, 
but have to support them after going through nine 
months of suffering, as many do. 

It is very nervy for any man to object to the 
Sheppard-Towner law. While their wife and daugh- 
ter may not need the help that this law gives to 
women and children, there are thousands who 
need it. 

There are many women who cannot have the 
services of a physician in the state of Michigan. 
Why are some so narrow and short-sighted as to be- 
grudge any poor, helpless human being the aid 
that this law can and will give them, 

Humanity first, the pocketbook last. 

Congress appropriated $1,000,000 for five years, to 
be divided between the states accepting it, each 
state to appropriate as much as they receive from 
the federal government, each state also to receive 
$5,000 rfom the government, to accept this appro- 
priation. 

Our Governor Groesbeck was in a position to ac- 
cept this appropriation as it happened that Michi- 
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gan had enough that had been appropriated for 
child welfare. This is the way it was financed last 
year, much to the satisfaction of the women of 
Michigan . 

This year the legislature is asked to appropriate 
$29,471.11. This will duplicate what the federal 
government gives to Michigan to carry on this 
work. 

The few pennies that will raise any person’s taxes 
could be saved in many ways that I could mention. 

The need for the work cannot be questioned. 
‘This country in 1920 had a higher mortality in ma- 
ternal death rate than any other record-keeping 
nation. Tuberculosis causes the greatest number 
of deaths among women from 15 to 44 years of age. 
The second highest cause of death is child bearing. 
Approximately one woman in every fifteen dies in 
child-birth, 

In 1921, of every 1,000 babies born alive in the 
United States, 76 died under one year of age. In 
Michigan the rate was 79. 

That same year 8,293 babies were born in Michi- 
gan without medical care of the mother either be- 
fore or during child-birth. There is no doubt but 
that Michigan needs child hygiene work. 

What can be done to lower maternal and infant 
death rate? Take New Zealand, for example. Dur- 
ing the years from 1872 to 1919 their infant death 
rate was reduced from 105.9 to 45.3. This enormous 
decrease was the result of practically the same edu- 
cational and protective measures now being put in 
force in Michigan by the Michigan department of 
health. Briefly these measures are: 

1. Education of mothers in care of themselves 
and infants. ; 

2. Breast feeding, or at least, better feeding of 
infants. 

8. Education of nurses in infant and maternal 
work. 

4. Complete birth and death registration. 

5. Safer milk supplies and combatting diarrhoal 
and contagious diseases. 

Protecting of the fife of its citizens is the primary 
function of the state and the child is the future 
citizen. The Sheppard-Towner law, because it helps 
to provide this protection, should remain active in 
Michigan. 

Mary A. W. Williams, M. D. 
808 Jefferson Street. 
Bay City, Michigan. 





The Editor of the Journal of the Michigan State 

Medical Society: 

Enclosed please find copy of an editorial from 
the California State Medical Journal which, if pos- 
sible, I wish you would reprint for the benefit of 
those in our state society who feel that the end 
(whatever that end may be no man sayeth) justifies 
the means employed. California has been the bat- 
tle ground for the socialization of medicine and 
when her physicians speak it is with full knowledge 
of what war means. 

Very truly yours, 
George E. Frothingham, 
Chairman Committee on Civic 
and Industrial Relations 
. *x* ke & *& 
CALIFORNIA AND THE SHEPPARD-TOWNER 
LAW 


In order that the attitude of the physicians of 
California toward the Sheppard-Towner law may 
be made clear, the following brief resume and an- 
alysis of that law has been carefully considered by 
the Council of the State Medical Society, unani- 
mously approved and ordered published as an edi- 
torial in the February number of the Journal. 

The Sheppard-Towner law has had more discus- 
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sion and more has been written about it during the 
last year than almost any other subject before the 
people of our country, except the Volstead act. The 
literature about it is of all classes, from many 
sources, and considers the law from many angles. 
The unusual interest manifested in this law is be- 
cause it happened to be the arrow that focused the 
attention of all people upon certain tendencies af- 
fecting the fundamentals of our government. 

Opponents of the measure consider it to be pa- 
ternalistic, bureaucratic, socialistic and political in 
its purposes and methods of operation, to an extent 
not yet attempted by any other legislation in our 
national government. They consider that it gives 
a bureau of the labor department at Washington 
authority to use the federal taxes in an unequal and 
unfair manner; that it is class legislation and in- 
vades “states’ rights’? and interferes not only with 
the responsibilities and duties of the state govern- 
ment itself as provided in the Constitution, but 
that it adds another link in the chain of influences 
tending toward socialization of the home. 

Proponents of the law deny some or all of these 
and numerous other accusations that are made 
against it. Practically all of the proponents con- 
sider accusations of whatever character made 
against the bill as of minor importance compared to 
the benefits they claim to believe the law provides 
in reducing mortality and morbidity incident to 
childbirth. It is a merry controversy, and we are 
not likely to see the end of it for some years to 
come. 

The provisions of the law has been refused by 
several states. Others, including California, must 
consider it during the present session of the legisla- 
ture. A considerable number of states have com- 
plied with the provisions of the law. New York 


‘rejected the law and forestalled possible criticism, 


based upon a sentimental appeal of ‘‘save the moth- 
ers and babies,’’ which every one recognizes, by 
passing a state law giving the state board of health 
funds and authority to investigate and relieve, as 
far as possible, the hazards of childbirth among all 
classes of people, who are unable to secure these 
services on their own responsibility, Massachusetts 
rejected the law and has entered suit to test its con- 
stitutionality in the Supreme Court of the United 
States. 

The governor of California has recommended its 
acceptance, and the final position of this state must 
be determined by Governor Richardson and the leg- 
islature now in session. 

* * k & 


POSITION OF THE MEDICAL PROFESSION 


The paternalistic, bureaucratic and socialistic fea- 
tures of this bill overshadow its medical and public 
health features in much of the literature and many 
of the discussions. Nevertheless, it has features 
vitally interesting to physicians, and the physicians 
of the country and in congress early called atten- 
tion to the dangers of the law. The position of the 
medical profession has been that of opposition from 
the introduction of the bill to the present. This op- 
position has been consistent and more nearly unani- 
mous among the physicians of the entire United 
States than on any other question of which we have 
through its house of delegates, condemned the law 
records. The American Medical Association, acting 
in a resolution, reading as follows: 

“Whereas, The Sheppard-Towner law is a product 
of political expediency and is not in the interest of 
the public welfare; and 

“Whereas, The Sheppard-Towner law is an im- 
ported socialistic scheme unsuited to our form of 
government; and 

‘“‘Whereas, The Sheppard-Towner law unjustly 
taxes the people of some of the states for the bene- 
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fit of the people of other states for purposes which 
are unlawful charges only upon the people of the 
said other states; and 

“Whereas, The Sheppard-Towner law does not 
become operative in the various states until the 
states themselves have passed enabling legislation, 
Therefore, be it 

“Resolved, That the American Medical Association 
disapprove the Sheppard-Towner law as a type 
of undesirable legislation which should be discour- 
aged.’’—(Abstract from the minutes of the seventy- 
third annual session of the A. M. A.) 

Many other organizations of physicians have con- 
demned it and, so far as we know, none has en- 
dorsed it. The California Medical Association, 
through its house of delegates and council has con- 
demned it on several occasions. The council in a 
resolution passed over a year ago instructed the 


editor of the Journal to be diligent in furnishing - 


information regarding this measure and condemn- 
ing its application in California. This resolution 
was the council’s answer to threatening letters to 
the editor telling the medical profession what would 
happen to their pocketbooks if they continued their 
opposition to this measure. 

* & & * 


DANGERS OF SOCIALIZING MEDICINE 


So far as the officers and representatives of the 
State Medical Society located in all parts of the 
state can find out, the only physicians who are in 


favor of this law are those few who favored the at- - 


tempt to foist compulsory health insurance upon 
the people of California and who are in favor of 
other forms of state medicine and the socialization 
of medicine and public health, A few physicians 
emphasize the fact in personal conversation that 
they are opposed to the measure, but frankly admit 
that on account of the threatened dangers to their 
practice they prefer to take no open stand. Physi- 
cians who favor state medicine of the socialization 
of medicine are usually also in accord with the same 
socialistic features of this law that appeal to the 
non-medical man. 

The Sheppard-Towner law is not only an extreme 
example of What those favoring ‘state medicine” 
would like to have done, but it is one that puts the 
control of a medical question into the hands of 
a federal bureau at Washington. So long as the 
physicians and other health officers of California 
comply with the rules of a bureau of the depart- 
ment of labor at Washington, they may have a cer- 
tain amount of the taxes they have paid to the fed- 
eral government back, provided further, that they 
will tax themselves for an extra dollar for each 
dollar of their former federal taxes that the labor 
department hands back to them. 

* ke * & 
WHERE THE PROFESSION STANDS 

Every physician, as well as every other worth- 
While citizen is earnestly interested and active in 
doing everything possible in a practical manner to 
reduce the hazards of childbirth and increase the 
happiness and health of mothers and infants, as well 
as of all other citizens. A recent survey shows 
that the physicians of California give an average 
of one-third of their time to service for which no 
fee is charged. Preliminary records from a further 
Survey also indicate that physicians do not refuse 
their service in childbirth regardless of the patient’s 
ability to pay, nor do they refuse their services dur- 
ing the period of gestation and the necessary period 
after birth. 

In a recent resolution, the State Medical Society 
has gone on record as stating that every physician’s 
Office in California is a medical center to which any 
and all people may go and receive service, upon the 
Condition that those who cannot pay or who can 
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pay part will receive the same consideration as those 
who can pay. Physicians are ready and willing 
to increase the amount of free work, and they are 
willing to help both with services and taxes our 
own state and county health authorities extend 
help wherever it is needed to those who are unable 
to pay for it themselves. However, they do not 
extend this offer to the department of labor in Wash- 
ington with a special organization of lay people 
who already, in some instances, are busy under- 
mining physicians among their own clients in this 
and other states. 

Governor Richardson and the legislature are 
charged with the responsibility of accepting or re- 
jecting the provisions of the Sheppard-Towner law 
and with the still greater responsibility of making 
an entirely new appropriation from the state treas- 
ury as called for by the law. which is to be ex- 
pended in a free medical service to all people, re- 
gardless of social or financial standing. There un- 
questionably will be powerful pressure brought to 
bear to force favorable action on this law. There 
will be no organized opposition so far as we are in- 
formed. The medical profession goes on record 
with the protest here expressed as being unalterably 
opposed to the bill, for the reasons herein set forth 
in addition to ‘others that readily occur to every 
person. They go on record at the same time with 
the statement that they are willing, as they always 
have been, to do everything possible in the way of 
service or financial assistance to decrease the 
hazards of childbirth among those people who are 
unable to bear the normal expenses for good med- 
ical care by any means provided and controlled by 
our own state and with no control by a political 
body in Washington, 

Copies of this editorial will be transmitted to the 
governor of California and to every member of the 
legislature and to the editors of newspapers through- 
out the state.—California State Medical Journal. 


The Editor of the Journal of the Michigan State 
Medical Society: 


I wish to take exception to the insinuation made 
by Dr. Frothingham in the April number of the 
Journal of the Michigan State Medical Society that 
statistics quoted in my letter in the same Journal 
were untruthful. I hope that the Doctor will recall 
his undignified quotation about liars, take up his 
pencil and figure how he can change any quotation 
of one death in 150 to be six in 950 when he quotes 
my letter. I object to the manner of the reply to 
my letter which is more that of a newspaper hack 
than that of a representative of the State Medical 
Society. 

The statistics to which Dr. Frothingham objects 
are those given by the Department of Health of the 
State of Michigan, and the Census Bureau of the 
United States Department of Commerce. I believe 
that most of us accept the statistics of these de- 
partments as correct without a question. If the 
Doctor wishes to quarrel about the veracity of the 
figures quoted he may take up the subject with 
the above mentioned departments and see that they 
are corrected to suit his opinion. 

The reply of Dr. Frothingham to my letter asks 
‘What proportion of mothers died for lack of edu- 
cation in pre-natal care.” Education through the 
pre-natal clinics in the Department of Health of 
Detroit has reduced maternal deaths 50 per cent as 
compared with the average for the city for the year 
1922. The following questions are irrevalent to the 
subject when it is shown that proper care can 
reduce maternal mortality by half. Another ques- 
tion asked, ‘‘How many mothers died from physical 
malformations?,” is so vague as to be meaningless. 
These questions are merely a smoke screen to hide 
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the fact that maternal mortality is high as the result 
of childbirth. If statistics on maternal mortality 
are of questionable value as the doctor states, it is 
in the understating the maternal death rate. In the 
past Puerperal Sepsis has been hidden by diagnosis 
of Scarlatina for streptococcus puerperal infection 
and typhoid for slower infections. But statistics 
have never over stated the maternal death rate 
due to child birth. 

No one has asked to have the rights of the State 
of Michigan scrapped as stated by Dr. Frothingham. 
The state through its legislative branch has ap- 
proved the enactment of the Sheppard-Towner act 
by appropriating money for the enforcement of the 
act. The act is now being carried out by the De- 
partment of Health of the State of Michigan under 
the supervision of well qualified registered physi- 
cians of the state. 


If the Doctor will reread my letter he will note 
that I did not state that I favor the Sheppard- 
Towner act because it will put money in the hands 
of the physician. If he took the trouble to find 
out he would know that those doing prenatal work 
are not so mercenary as he believes, in fact that 
some are working gratis. 


The:’logic used by Dr. Frothingham is on a par 
with his arithmetac—bad. After questioning the 
necessity of prenatal work and criticising the effort 
to bring this care to the expectant mother in this 
state, he naively suggests that the same work be 
carried out by another state department. 


It is regretable that subjects of mutual concern 
to the public and the medical profession should be 
handled as they have been by the medical fraternity. 
The opposition of the medical profession, or its 
representatives, to acts considered as beneficial by 
the public can only react against our profession. 
We must show a better spirit of co-operation with 
the public in health problems or lose the esteem 
which the public has held toward the medical frater- 
nity in the past. Do we need a change in policy or 
new leaders? 

Walter E. Welz. 


Editor’s Comment—We have never been able to 
accept the reduction of any morbidity or mortality 
rates as being the result of the sole activity of a 
health clinic, health organization or health official. 
We recognize that their activity may have been 
an important factor, but not the only factor. Credit 
must be also given to improved practice on the 
part of the doctors, better water and milk, im- 
proved sanitation by reason of more sewer connec- 
tions and garbage disposal, etc. In this instance 
the reported reduction of maternal deaths in Detroit 
is not solely due to the pre-natal clinics in Detroit. 
Credit must also be given to the fact that more 
mothers are being confined in the maternity de- 
partments of Detroit Hospitals and so they are re- 
ceiving better obstetrical care. Detroit doctors are 
also rendering obstetrical care that measures up to 
the refinements of modern obstetrics. So we say 
that the 50 per cent reduction in maternal deaths 
in Detroit cannot be rightly credited as being en- 
tirely due to the educational work of Detroit’s Pre- 
natal Clinic. Neither can reduced infant mortality 
be ascribed as being the result of the work of any 
infant clinic. 


The Editor of the Journal of the Michigan State 
Medical Society: 


I am very glad to see you are alive to the menace 
of the various health board, hospital and industrial 
associations in their attempts to “socialize medi- 
cine” and incidentally reduce American doctors to 
the status of German, Austrian and British in their 
economic relation. 
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Here in Michigan there bas not been (and is not 
now) any acute poverty problem, such as obtains 
in Chicago, New York, Philadelphia, Boston, Balti- 
more and elsewhere in the east. 

Everyone recognized the slump at the end of 
1920, when most of the workers and small trades- 
people were without employment or revenue for 
from four to eight months, and that it is going to 
take a long time for these people to get square— 
but that condition is happily at an end—for with 
over 300,000 men and women employed at full time 
here in the industrial plants, to say nothing of those 
in building and other trades at from $5 to $10 per 
day, the need for doctors giving free medical care 
does no longer exist. Yet the many clinics of the 
hospitals and health boards, school boards, etc., not 
only continue to treat great numbers of otherwise 
self-respecting and self-sustaining people free, but 
show every teridency to expand their endeavors. We 
cannot help feeling that those in control are doing 
this largely to make their own selves secure and 
indispensable and all at the expense of the doctor. 

This is not a bad dream, but is waking fact and 
big menace. 

Various cities have organized the profession to 
fight this evil, notably Buffalo—with Doctors Gard- 
ner, Pryor and Parke Lewis at their heads—men 
whose reputation carries them beyond any criticism 
of narrow minded selfishness. Here in Detroit, 
some members of the public health committee have 
been gathering material to lay before the Wayne 
County Medical Society in order to see what can 
be done to avert this tragedy. 

I trust you will go on with this campaign and 
that the profession of the state will awaken to the 
danger that besets them. 

Very truly yours, 
Edward J. Bernstein. 


The Editor of the Journal of the Michigan State 
Medical Society: 


After further consideration the Wayne County 
Medical Society has arranged for its Health Exposi- 
tion to be held at the General Motors building from 
June 7th to 17th inclusive. 

With the co-operation of all the important health, 
education and welfare organizations of the State 
of Michigan, this should be the largest and most 
successful health exposition ever held in America. 
Its educational possibilities are unlimited, and it 
is hoped that we may have your full and enthusias- 
tic co-operation. 

We, the Wayne County Medical Society, are em- 
ploying in the development of this educational 
project the personnel from the National Health 
Exposition Association, namely, Mr. John McKeown 
as our General Manager and Mrs. Jane Teare Dahl- 
man as Educational Director. Their offices will be 
with the Wayne County Medical Society at 65 E. 
High Street (temporary telephone number, Main 
3778). May I suggest that you get in touch with 
either Mr. McKeown or Mrs. Dahlman at as early 
a date as possible for the purpose of furthering and 
developing your own plans in this community co 
operative educational project? 

For the Public Health Committee of the Wayne 
County Medical Society, permit me to express my 
appreciation for the consideration you have already 
given this enterprise. 

if Yours very truly, 
R. A. C. Wollenberg, Chairman. 
Public Health Committee, 
Wayne County Medical Society. 


The Editor of the Journal of the Michigan State 
Medical Society: 


I wish you to please cancel my subscription to the 
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Journal, as I am out of Michigan indefinitely, and 
have been away all the year thus far. I should have 
given you notice before, but my plans have been 
uncertain. 


I am doing special work here in the Sanitarium, 
and may remain for sometime, or go farther east 
before returning to Kalamazoo, may possibly not 
go back to practice. 

The course the Journal has taken with reference 
to the Sheppard-Towner bill has met my hearty 
approval, as well as the U. of M. matter and the 
“Super Nursing.”’ 

It seems to me that there is to be a struggle 
concerning State Medicine, though Health Insurance 
is downed; but my days of contention. are passed, 
having used up my strength opposing Christian 
Science some years ago. , 

Hoping for success to attend your efforts for 
rational conditions for the practice of medicine. 

Fraternally and sincerely, - 
Della P. Pierce, M. D. 

P. S.—I should state more definitely, my former 
address was Kalamazoo, Michigan, and had been 
for 30 years. 





The Editor of the Journal of the Michigan State 
Medical Society: 


We wrote you on January 12, and received your 
reply bearing: date of January 16, relative to your 
being able to furnish us with names of physicians 
desiring to locate in a small town. 

We are still dependent on a neighboring town 
for a doctor, and wish that you would keep us in 
mind, as we will greatly appreciate anything that 
you can do for us. 

Yours very truly, 
Wallace F. Henry, 
Mecosta, Mich. 


The Editor of the Journal of the Michigan State 
Medical Society: 


Your communication relative to House Bill No. 
77 was received and acted upon by our society at 
its regular monthly meeting, Monday night. 

We are showering our representatives and senator 
from this district with letters and telegrams as 
we did two years ago for the same purpose. We 
trust that we will have the same result as we did 
two years ago. 

Anything further that we can do to assist in 
this, or in any other matter pertaining to the 
medical fraternity, kindly advise. 

Very truly yours, 

HOUGHTON COUNTY MEDICAL SOCIETY. 

A. D. Aldrich, President. 


Deaths 


William Richardson, M. D., (University of Michi- 
gan, 1871) Carson City, Michigan. Died March 18, 
1923; aged 78. 

Dr. Richardson possessed to a very large degree 
the attributes of what is now known as “the family 
physician,” who is rapidly becoming extinct, missed 
and regretted by every one. The typical family 
doctor not only possessed ability, but, in addition, 
was distinctly human. He was not only honest 
with his patients, but honest with himself in all 
things, self-sacrificing, giving the best that he had 
constantly, without stint, to his patients and to all 
men. Such a physician was Dr. Richardson and to 
be his friend was not only an honor, but a privilege 
and an asset. 
lived and his going from it has created a vacancy 
Which cannot he filled. 
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Dr. Justin E. Emerson was born in Waialua, 
Hawaii, in 1841 and died at Clifton Springs Sanitar- 
ium, New York, April 8, 1923. He gained a nation- 
wide reputation as a neurologist and served in that 
capacity at Harper Hospital and the Children’s Free 
Hospital. 





State News Notes 


COLLECTIONS 
Physicians’ Bills and Hospital Accounts collected 
anywhere in Michigan. H. C. VanAken, Lawyer, 
309 Post Building, Battle Creek, Michigan. Refer- 
ence any Bank in Battle Creek. 





WANTED 
A good Doctor for a village of about 350 popu- 
lation with good surrounding territory. <A hustler 
can run around $4500 or $5000 per year. For 
further particulars enquire of Lum Exchange 
Bank, Lum, Michigan. , 


FOR SALE—Large solid oak double roll, profes- 

sional desk. Price less than one-half original 
cost. F. B. Miner, M. D., 1010 Genesee Bank Bldg., 
Flint, Mich. 


FOR SALE—Practice in Michigan town of 2,500, 
fifty miles from Detroit; all improved roads, rich 
farming section. Large territory. Collections good. 
Practice good for from $6,000 to $10,000 per year. 
Nine-room house, practically new full basement, 
steam heated, electric lights, hard and soft water 
plumbing. Large lot, fine two car garage. Will 
sell home and equipment for $7,000. Will give prac- 
tice gratis. "Will introduce, if desired. 
’ Address Practice, Care Journal. 





The joint committee on Public Health Education 
held its regular meeting in Detroit April 17. 


Butterworth hospital, Grand Rapids, is adopting 
a plan for a new staff organization. 


Dr. Barrett of Ann Arbor addressed the Grand 
Rapids Rotary Club on April 12. 


The Genesee County Medical Society is sending 
“Hygeia” to each school in Genesee County. 





Dr. Udo J. Wile of Ann Arbor, spoke before the 
Detroit Otolaryngological Society, March 28, 1923. 





Dr. J. T. Cramer of Muskegon attended the 
clinics at Ann Arbor, March 15. 





The Rockefeller Foundation has given $22,500 to 
the Child Welfare Station of the University of Iowa. 





Dr, Angus McLean was elected a member of the 
Detroit board of education April 3, 1923. 


Dr. C. E. Stewart of Battle Creek attended the 
meeting of the American College of Physicians, held 
in Philadelphia. 


Thus far some 180 public lectures have been de- 
livered this year under the auspices of the joint 
committee on Public Education. 


Dr. and Mrs. F. B. Walker returned to Detroit 
the first part of April from a two months’ stay in 
Florida. 


Dr. George C. Chene of Detroit and Dr. Charles 
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H. Oakman of Detroit spent a few weeks this spring 
in Miami, Florida, 


Dr. Samuel Bell, who spent the past winter in 
California, returned to Detroit the first part of 
April. 


The twenty-fourth annual meeting of the Ameri- 
can Proctologic Society will be held in Los Angeles, 
June 22, 1923. 


Thirty-seven medical articles were published by 
the members of the staff of Harper hospital (Detroit) 
during 1922. 


Dr. Max Ballin is chairman of the executive com- 
mittee of the medical board of Harper hospital for 
1923. 


Dr. J. R. Rogers and Dr. H. S. Collisi of ‘Grand 
Rapids spent the last week in April at the Mayo 
clinic. 


At the Journal goes to press the legislature is still 
in session and the fate of many bills is yet unde- 
termined. 


The thirty-fifth annual meeting of the American 
Pediatric Society will be held at French Lick 
Springs, May 31-June 2, 1923. 





The next annual meeting of the American Bron- 
choscopic Society will be held in Atlantic City, 
May 9, 1923. 





The annual meeting of the American Laryngo- 
logical, Rhinological and Otological Society will be 
held in Atlantic City, May 10, 11 and 12, 1928. 





The tuition fees of all students in the Johns Hop- 
kins Medical School have been advanced to $300, 
effective this year. 





Doctors Paul Roth and Charles E. Roderick of 
Battle Creek, talked before the Columbus Academy 
of Medicine, February 26, 1923. 





Dr. Duncan Campbell read a paper on “Otitis 
Externa”’ before the Detroit Ophthalmological Club, 
April 4, 1923. 





According to. Dr. Howard Fox, approximately 
fifty lepers can be found in New York City at any 
time. 





Dr. S. A. Jackson of Muskegon has returned 
home from New Orleans, where he has been spend- 
ing the winter. 





Dr. and Mrs. V. S. Laurin of Muskegon were called 
to Richmond, Virginia, on account of the illness of 
Mrs. Laurin’s sister. 





Dr. C. Pangrel of Muskegon Heights addressed 
one of the Parent-Teacher Clubs of the Heights, 
explaining to them the Shepard-Towner bill. 





Dr. C. B. Fleischman of Muskegon has just re- 
turned from Chicago, where he was taking up some 
post graduate work in that city. 





Doctors B. R. Cosbus, A. J. Baker, M. W. Wells 
and J. Meengs of Grand Rapids, attended the Phila- 
delphia meeting of the College of Physicians. 





Doctors Eggelstine, Mortenson and Pritchard of 
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Battle Creek, attended, the Philadelphia meeting of 
the College of Physicians. 





Dr. W. J. Cassidy of Detroit read a paper on 
Gastric Ulcer before the staff of Butterworth hos- 
pital, Grand Rapids, at the regular clinical con- 
ference of the staff on April 20. 


Dr. J. I. Cass of Battle Creek, returned April 15 
from a trip to South America. He was a member 
of the party of the American College of Surgeons 
that sailed on Feb. 10. 


Dr. Joseph Johns of Ionia received appointment 
for whole time surgical assistantship at Glasgow 
Royal Infirmary, (Scotland). Dr. Johns left Ionia 
April 10 and will return some time in September. 


The engagement of Dr. Roger V. Walker, son 
of Dr. and Mrs. Frank B. Walker of Detroit, to Miss 
Helen F. Reade of Escanaba, was recently an- 
nounced. 


The Medical Section of the Wayne County Med- 
ical Society elected Dr. Robert C. Moehlig, chair- 
man, and Dr. George P. MacNaughton, secretary, 
for the coming year, on April 9, 1923. 


The Northern Tri-State Medical Association met 
in Cleveland, April 10, 11, 1923. This was its fiftieth 
anniversary. Dr. G. M. Livingston of Detroit was 
its president during the past year. 


Dr. L. M. Warfield of Ann Arbor read a paper 
on “The Treatment of Chronic Nephritis for the 
General Practitioner” before the Northern Tri-State 
Medical Association, April 10, 1923. 


Dr. Plinn Morse read a paper on ‘‘The Correlation 
of the Pathologic and Clinical Findings in Ne- 


-phritis’” before the Northern Tri-State Medical As- 


sociation, April 11, 1923. 


Harper hospital, Detroit, received in gifts $489,- 
955.78 during the year of 1922. Its proportion of 
charity is at the present time 10 per cent and its 
debt is $40,600. 


Work will be started at once on the $300,000 
Steiner Memorial Hospital, to be erected at Atlanta, 
Georgia. The hospital will be used for the free 
treatment of cancer. 





Dr. C. C. Birkelo read a paper on ‘‘Disease of 
Bones and Joints from the Angle of the X-Ray” be- 
fore the Highland Park Physicians’ Club, March 
1, 1928. 





Dr. Walter E. Sistrunk of the Mayo Clinic, read 
a paper on “The Present Status of Neck Surgery” 
before the Wayne County Medical Society, March 
26, 1923. 





Last year the difference between the amount paid 
by students in the University of Pennsylvania and 
that expended by the University for education was 
$814,250. 





Dr. Victor C. Vaughan was presented the Medal 
of the Legion of Honor by the French government, 
March 28, 19238, for meritorious service in science 
and in the World War. 





A bill was recently passed by the Oregon legisla- 
ture and signed by the governor, appropriating 
$200,000 for the next two years for maintenance of 
the University of Oregon Medical School. 
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Fractured legs seems to be the style among Grand 
Rapids doctors. On April 12, Dr. P. B. DePree sus- 
tained a Potts fracture. Dr. DePree, Dr. DeCoux 
and Dr. Rozema are all incapacitated by reason 
of fractures, 


Dr. Max Ballin read a paper on “Diverticulitis 
of the Large Bowel” and Dr. A. F. Jennings reported 
the use of insulin in five cases of diabetes mellitus 
before the Detroit Academy of Medicine, April 10, 
1923. 


Professor Leon Asher of Berne, Switzerland, spoke 
before the Wayne County Medical Society, April 9, 
1923, on “‘Physiology of the Spleen and Its Rela- 
tion to Bone Marrow and the Liver,” and on, April 
10, 1928, on the “Physiology of the Kidney.” 


Get out the old driver, mashie, niblick and putter. 
Get out on the links and chase the pill into the 
rough, Having thus obtained your 1923 inocculation 
write for a reservation on the Golf Special train for 
the ’Frisco meeting of the A. M. A. 


Dr. William Engelbach of St. Louis, read a paper 
on “The Results of Treatment of Ductless Gland 
Disorders” before the Wayne County Medical So- 
ciety, April 2, 1923. The paper was illustrated with 
lantern slides. 





The medical library of Sir Norman Walker of 
Edinburgh, Scotland, has been accepted by the 
University of Iowa College of Medicine. This gift 
was obtained through Dr. Walter L. Bierring of Des 
Moines. 





Dr. A. P. Biddle read a paper on ‘Public Educa- 
tion in the American Metropolitan Centre” before 
the Detroit Academy of Medicine, March 27, 1923. 
The paper was well illustrated with stereopticon 
slides and moving pictures. 





Mr. William Bingham of Cleveland recently gave 
the Cardiographic Laboratory of the Johns Hopkins 
Medical School $5,000 and the Interdepartmental 
Social Hygiene Board also gave the Department of 
Syphilis $9,000. 





Doctors B. D. Harison, W. H. McCraken, Henry 
Vaughan and Guy Connor of Detroit, and Doctors 
Cabot and Parnall of Ann Arbor, and Clyde Slem- 
ons of Grand Rapids, attended the annual meeting 
of the Congress on Medical Education, held in Chi- 
cago, March 5, 6, 7, 1928. 





The 107th Medical Regiment of the Michigan Na- 
tional Guard, Red Arrow division, has been com- 
pleted by the federalization of Hospital Company 
119. The camp at Grayling will be held in August, 
while there will be a special encampment of the 
officers for several days in June. 


The College of Physicians and Surgeons of Colum- 
bia University has received $5,000 from Mr. W. P. 
Watson for a permanent fund. The annual income 
of this fund will be given to the member of the 
sraduating class doing the most valuable work in 
diseases of infants and children during the regular 
course at the college. 





The Samaritan Hospital, Detroit, passed into the 
hands of the Sisters of Mercy, March 29, 1923. It 
will be immediately enlarged by extending the pres- 
ent building and by adding two stories. A new 
eperating pavilion, full-time X-ray and pathological 
laboratories, and other departments and equipment 
will be installed. It is announced that no change 
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will be made in the personnel of the staff at present. 





On April 2. a telegram was received from Los 
Angeles announcing the marriage of Dr. D. Emmett 
Welsh and Mrs. Fannie M .Koon, both of Grand 
Rapids. Dr. Welsh and his bride returned to Grand 
Rapids on April 7, and was welcomed in his home 
by a host of his medical and lay friends. The 
Journal tenders congratulations and best wishes. 


Dr. Ray Connor (Detroit) and Dr. Wallace F. Mac- 
Naughton (Detroit) were elected to the board of 
managers of the Michigan Society of the Sons of 
the American Revolution at its annual meeting, 
held in Detroit, April 16, 1923. Dr. Stephen H. 
Knight (Detroit) was elected, at the same meeting, 
one of the delegates to the Congress of the Na- 
tional Society. 


At the last annual meeting of the American Con- 
ference on Hospital Service, the following officers 
were elected: President, Dr. Frank Billings; vice 
presidents, Doctors A. R. Warner and L. R. Wil- 
liams; treasurer, Dr. H. E. Mock; board of trustees, 
Dr. F. C. Zapffe, Dr. L. R. Williams and Miss S. B. 
Place. 





The following Detroit physicians attended the 
meeting of the American College of Physicians, held 
in Philadelphia the first week in April: Doctors C. 
D. Aaron, F. G. Buesser, H. R. Carstens, James 
Cleland, A. S. DeWitt, H. B. Garner, J. G. Harvey, 
H. M. Rich, E. H. Sichler, F. T. Stephenson and 
L. F. Wendt. ‘ 





The funeral services for Dr. Joseph A. Belanger, 
who died in Paris, January 12, 1923, were held in 
Grosse Pointe Farms, March 15, 1923. Among the 
honorary pallbearers were Doctors L. E. Maire, 
Philip Loranger, H. Kreit, Angus McLean, L. W. 
Knapp, C. G. Jennings, C. D. Aaron, Max Ballin, 
E. W. Haass, Frank Ware, W. A. Donald, William 
Cassidy and Frank Kelly. 

At the thirty-third annual meeting of the Asso- 
ciation of American Medical Colleges, held in Ann 
Arbor March 2, 3, 1923, the following officers were 
elected: President, Dr. I. S. Cutter of Omaha; vice 
president, Dr. R. L. Wilbur of San Francisco; secre- 
tary, Dr. F. C. Zapffe of Chicago; executive coun- 
cil, Doctors N. C. Allison of St. Louis, and W. L. 
Niles of New York. 








Dr. Paul G. Woolley, formerly director of the 
Detroit office of the National Pathological Labora- 
tories, has joined the staff of the Detroit Clinical 
Laboratory. He will devote his entire time to the 
practice of clinical pathology as applied in labora- 
tory diagnosis. Dr. Harry L. Clark has taken Dr. 
Woolley’s place as director of the National Patho- 
logical Laboratories in Detroit. 





The first number of the Journal of Technical 
Methods has recently been issued by the Interna- 
tional Association of Medical Museums. It is a 
memorial number to Sir William Osler. It also 
contains articles on histologic technic used in path- 
ology and on preserving fluids for gross pathologic 
specimens and a discussion on photographic photo- 
micrography. 





The mortality from acute contagious diseases in 
Detroit during 1922 showed a decrease. A marked 
drop in the diphtheria death rate is coincident with 
the freer use of antitoxin. During 1922 there were 
6,461 caess reported of measles, (1,485 for 1921). 
Tuberculosis, (all forms) showed an increase during 
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1922. There were 2,475 cases reported (2,255 for 
1921). Small pox showed the greatest decrease in 
the communicable disease group for 1922 with 85 
cases (846 for 1921) with no deaths. 


From July 1 to October 1, 1923, properly qualified 
graduates in medicine and surgery are invited to 
participate in medical and surgical work (including 
specialties), in capacity of special workers at Stan- 
ford University Medical School. These workers will 
assist in diagnosis and treatment of diseases in the 
outpatient departments, laboratories and wards. The 
minimum period of attendance will be four weeks 
and a registration fee of $3 will be charged. 


The supreme court of Ohio (January 16, 1923), ina 
unanimous opinion (in the case of Lewis M. Cope- 
land, chiropractor), held that the mere filing of an 
affidavit by an applicant for a certificate, stating 
he is entitled to it, is not sufficient. The board has 
a right to inquire into the alleged facts set forth 
in the affidavit (which it did in Copeland’s case) 
and to refuse a license. The supreme court denied 
Copeland’s application for a writ of mandamus to 
compel the board to issue him a certificate. 


The American College of Physicians held its an- 
nual meeting at Philadelphia April 2-7. The fol- 
lowing officers were elected: President, Dr. Har- 
low Brooks of New York; secretary general, Dr. 
Frank Smithies of Chicago; treasurer, Dr. Clement 
R. Jones, Pittsburgh; member of the board of gov- 
ernors for the state of Michigan, Dr. Guy Connor. 
Under the constitution all applications for mem- 
bership must be endorsed by three Fellows of the 
College, one of whom shall be a member of the 
board of governors. 


The American Congress on Internal Medicine held 
its annual clinical week in Philadelphia April 2-7. 
The following officers were elected: Dr. Ellsworth 
Smith, St. Louis, president; Dr. C. G. J. Beardsley, 
Philadelphia, first vice president; Dr. William 
Macarty, Rochester, Minn., second vice president; 
Dr. Frank Smithies, Chicago, secretary-general; Dr. 
Clement R. Jones, Pittsburgh, treasurer. Dr. Bruce 
C. Lockwood, Detroit, director. The next annual 
clinic will take place in St. Louis. 


The death rate in Detroit for 1922 was 11.6 per 
1,000 (11 for 1921). The birth rate for 1922 was 
27.2 (29.2 for 1921). The infant mortality rate was 
87.6 (83.8 for 1921). Deaths from alcoholism were 
62 (29 for 1921). (This does not include cases of 
acute poisoning that often result from drinking 
liquor dealt in by bootleggers). There were 17,427 
cases of small pox, diphtheria, scarlet fever, tubercu- 
losis (all forms), typhoid fever, measles, whooping 
cough, and anterior poliomyletis during 1922 (15,- 
595 for 1921). This increase was due to nearly 5,000 
more cases of measles in 1922. The ten principal 
causes of death in 1922 in Detroit were: Pneu- 
monia, (12.7;) organic heart disease, (10.7); congeni- 
tal debility, malformation and premature birth, (10); 
tuberculosis, all forms) (8.6); cancer, (6.2); violence, 
(except suicide), (6.1); acute contagious diseases, 
(measles, scarlet fever, diphtheria and whooping 
cough), (4.6); Bright’s disease and chronic nephritis, 
(4.6); diarrhoea and enteritis (4.5), and apoplexy and 
cerebral hemorrhage, (4.1). 





County Society News 


CALHOUN COUNTY 


The regular meeting of the Calhoun County Medi- 
cal Society was called to order by President Zelinsky, 
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in the dining room at 8:00 p. m. A motion was 
made, seconded and carried that the minutes of 
the last meting be approved as printed in the 
Bulletin. 

The Secretary read the following bills: Phoenix 
Printing Co., tickets for the banquet, Feb. 6, $2.20; 
notice of postponment, $2.65; Bulletin, $9.75; Notice 
of March 8 meeting, $3.15; Cornell Multigraph Co., 
letters regarding dinner, Feb. 6, $3.15; Dr. Squier, 
mailing Bulletin and letters, $2.52; dinners, Doctors 
Marshall and Chappell, $3.00. After O. K. by the 
members of the Board of Directors present, it was 
moved by Dr. Shipp and seconded by Dr. Stone, 
that the bills be paid. The motion was unanimously 
carried. 

Dr. Squier moved that the rules be suspended and 
Dr. C. J. Addison be elected to membership in the 
Society. The motion was seconded by Dr. Pritchard 
and unanimously carried. 

Dr. Pritchard then introduced the speaker of the 
evening, Dr. W. H. Marshall, of Flint, who gave a 
valuable and instructive talk on ‘‘Syphilitic Aortitis”’ 
an abstract of which appears elsewhere. Discus- 
sion: Doctors Eggleston, Winslow, Squier, Mac- 
Gregor, Stone, Addison, Shipp, Kingsley and Capron. 

The meeting adjourned. Attendance at the dinner, 
16; at the meeting, 21. 

Theodore L. Squire, 
Secretary. 


TUSCOLA COUNTY 


The Tuscola County Medical Society met at Caro, 
Mich., on March 22, at 2 p. m. 

Minutes read and approved. Dr. 
Fostoria, Mich., was elected as our delegate to 
State Society. Dr. Redwine of Cass City, Mich., 
was elected alternate. 

Resolutions were adopted against the adoption of 
the Sheppard-Towner act and Secretary was ordered 
to send them at once to Lansing. 

The Board of Censors reported as follows: 

We, the Board of Censors of your Society, after 
two meetings and a thorough investigation of the 
charges against Dr. J. D. McCoy of Cass City, Mich., 
find that the charges he sustained as to “active 
participation in the Groit mal-practice suit,’ and 
Section 4, Chapter 2, A. M. A. Code of Ethics, in 
furnishing or inspiring newspaper or magazine com- 
ments concerning cases in which he has been or is 
concerned and we recommend his expulsion from 
said Society. 


Johnson of 


Geo. Bates 
H. A. Bishop 
J. D. Redwine 

Moved and supported that the Board of Censors’ 
report be adopted. Motion carried. 

Dr. Dixon invited the Society to meet with him 
at Wohajungra, Mich., some day during the month 
of April. 

H. O. Barham, Secretary, 
Tuscola County Medical Society 


IONIA COUNTY 


The Ionia County Medical Society gave a compli- 
mentary dinner at the Hotel Belding Thursday 
evening, April 12, 1928, to the members of the 
Montcalm County Medical Society, which was well 
attended, twenty-four physicians being present. 

The Hotel Belding management should be compli- 
mented for its cuisine, and the excellent service 
rendered. 

After the dinner, Dr. Wm. J. DuBois, of Grand 
Rapids, Councillor of the Fifth District, was called 
upon for advice as to ways and means of consoli- 
dating the Ionia and Moltcalm Medical Societies. 

The meeting was opened by the appointment of 
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Dr. R. R. Whitten as temporary chairman, and Dr. 
F. A. Johnson as temporary secretary. 

The following officers were elected: Dr. Robert 
H. Haskell, President; Dr. J. R. Hansen, Vice-presi- 
dent; Dr. F. A. Johnson, Secretary and Treasurer; 
pr. J. F. Pinkham, Director, 3 years; Dr. L. E. 
Bracey, Director, 2 years; Dr. R. R. Whitten, Direc- 
tor, 1 year; Dr. F. J. Fralick, Delegate State Society; 
Dr. J. J. McCann, Alternate Delegate. 

It was voted that the retiring director each year 
become president of the Society the ensuing year. 

The Society voted to adopt the Constitution and 
By-laws of the Kent County Medical Society, with 
such changes aS may become necessary to adjus 
them to the needs of the organization. 

It was moved to name the new Society, The 
Jonia-Montcalm Medical Society. : 

A motion was made and carried that the place of 
meetings be at Belding, Greenville and Ionia, and 
that they be continued in this sequence. 

It was voted that the next meeting be held at the 
Hotel Phelps, Greenville, the second Thursday in 
May. 

Following the business meeting, the Society 
listened to Dr. Ferris N. Smith, of Grand Rapids, 
on Malignancies of, the Face and Nose, a masterly 
address, which was illustrated by lantern slides. The 
discussion covered in detail, the classification of 
these growths, with reference to their gross appear- 
ance and manner of extension, the pathology, the 
technic of this class of plastic operations, and a 
resume of the end results with special reference to 
recurrence and cosmetic appearance. 

F. A. Johnson, Secretary. 





BAY COUNTY 


The Bay County Medical Society entertained the 
druggists and dentists and their wives at a dinner 
dance, Monday evening, March 26th at the Grotto 
Club. Dr. Lambie, of Midland gave an. address on 
the Sheppard-Towner bill before the dance. 

Monday evening, April 9th, Dr. Max Burnell, of 
Flint, gave an address before the Society on the 
subject of “Placenta Previa.” The paper elicited 
a free and interesting discussion. 

The local Society swamped’ Senator Gansser, 
from this district with telegrams protesting against 
the chiropractic bill which had passed the House of 
Representatives. The Senator made written reply 
to all messages but was entirely non-committal as 
to his attitude. 

L. Ferald Foster, M. D., Secretary. 





HOUGHTON COUNTY 


The Houghton County Medical Society has met 
regularly each month and the following programs 
given: 

January—Placentae Praeria, Dr. A. C. Roche, 
Calumet. Differential Diagnosis in Disorders of 
the Heart Beat, F. D. Bourland, Lake Luiden. 

February—Examination of the Chest in Tubercu- 
losis with moving picture films, Robt. B. Harkness, 
Houghton. 

March—The Sheppard-Towner and other legisla- 
tive bills, J. W. Moore, Houghton. 
April— Bovine Tuberculosis, 

Houghton. 

With many snow banks 10 to 12 feet in depth 
and the severest cold weather in March and April 
that the copper country has ever experienced we 
have had a good attendance at each meeting, aver- 
aging 12 to 15 members. 

The following physicians have presented public 
health papers before clubs and gatherings: 

Dr. P. D. Bourland on Goitre—Before the Torch 
Lake Civies’ Club. 


Alfred LaBine, 
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Dr. A. F. Fischer on Preventable Diseases—Before 
the Women’s Clubs of Hancock and Houghton and 
the Finnish College students. 

Dr. Alfred LaBine on Bovine Tuberculosis—Before 
different Women’s Clubs in Hancock and Calumet. 

The Soldier’s and Sailor’s Memorial Hospital at 
Laurium has opened its doors to the public. It has 
a capacity of 30 beds, cost about $50,000, and is one 
of the most complete and up-to-date of the smaller 
hospitals of the state. 

The Lake Superior General Hospital at Lake 
Linden is being remodeled, redocorated and re- 
equipped at a cost of $10,000. Members of the 
staff will entertain the Medical Society at the 
hospital in June. A Neurological Clinic will be the 
program and lunch will be served by the nurses. 

Should the members of the State Medical Society 
become very tired of the different legislative dis- 
cussions and cerebral storms now embracing the 
state and would like to go fishing this spring for 
trout, write to Dr. I. W. (Isaac Walton) Stern of 
Houghton. He knows how and when and where 
to catch the big ones. Bring your own bait. 

Yours very truly, 
C. E. Rowe, Secretary. 





Book Reviews 


HOW (‘WE RESIST DISEASE. An Introduction to 
Immunity (Lippincott’s Nursing Manuals). By Jean 
Broadhurst, Ph. D. Assistant Professor of Biology, 
Teachers College, Columbia University. 4 color plates. 
First edition. Volume 1. Size 8vo. 248 pages, with 
138 illustrations. Price $2.50. 7 
This book, designed as a brief introduction to the 

exceedingly technical and apparent limitless field of 

immunity, has been prepared with special reference 
to nurses and general college students whose pro- 
grams, ordinarily afford opportunity for but a single 
brief course in bacteriology, the needs of medical 
students and those able to devote more time to the 
subject being already well met by the several ex- 
cellent and comprehensive text books on bacter- 
iology and immunology. The author’s aim has been 
to put into clear and simple language the main 
principles of immunity, covering in a general way 
the most important preventive and curative prac- 
tices. To attain this end briefly, without affording 
opportunity for a large number of attendant mis- 
conceptions, is no simple task, and much attention 
therefore has been given to the illustration, not 
only their number, variety, and range, but their 
legends as well. It has thus been possible to present 

a few of the more difficult topics in two—sometimes 

three ways—the text, the illustration, and the dis- 

cription used with the illustration. In all cases 
every effort has been made to give enough detail 
to enable the student to picture the process or the 
phenomenon under discussion. The terminology 
has been made as non-technical as possible, many 
of the scientific terms being used parenthetically 
only. 

Contents—Acknowledgements. Preface. Bac- 
teria and their effect upon the human body. Active 


immunity, passive immunity. Toxins and knti- 
toxins. Agglutinins and presciptins. Opsonins. 
White Corpuscles. Lysins. Vaccines. Anaphlaxis. 


Glossary. List of infections and casual organisms. 
Advanced references on immunity. Index. 


THE MEDICAL CLINICS OF NORTH AMERICA, 
January, Philadelphia Number. Price per year, $12.00. 
W. B. Saunders Co., Philadelphia. 


Number four of volume six of this publication 
maintains the highest standard of these clinic pub- 
lications. They are cof intense educational value 
and should be in the hands of every progressive 
physician. This number contains twenty-one articles 








by the leading Philadelphia internists and every one 
of them has distinct merit. 


THE PATIENT’S VIEW 
Price, $1.30. 
Wis. 

A subject that should concern every physician. 
A subject that well merits consideration. A subject 
that could be discussed with profit. The author has 
succeeded to a certain degree but fails in his own 
reflections to represent the views of the profession. 
His reflections and observations are personal and 
not the universal attitude of thinking doctors. Some 
of the situations and incidents are overdrawn and 
based upon exceptions and not rules. <A _ booklet 
that is read with fair degree of interest. 


POINT. P. J. Flagg, M. D. 
The Bruce Publishing Co., Milwaukee, 


THE FORM AND FUNCTION OF THE CENTRAL 
NERVOUS SYSTEM. An introduction to the study of 
nervous diseases. Frederick Tilney, M. D., Ph. D., 
Professor of Neurology, Columbia University and 
Henry A. Riley, A. M., M. D., Associate in Neurology, 
Columbia University. Second Edition, 1012 pp., 763 
illustrations. Price $12.00. Paul B. Hoeber, New York. 


We know of no similar or equal text. It is a 
most valuable study and presetation of neuro an- 
atomy and neuro-physiology. If one is to become 
a competent neurologist and physchiatrist he must 
be possessed of the anatomy and physiological func- 
tions that the authors present in this text. We 
commend the work most highly and especially that 
feature that connects or associates given diseases 
with the narrative of the structural arrangement. 
and function of the concerned brain and nerve tis- 
sues described. 


THE HEART IN MODERN PRACTICE, DIAGNOSIS 
AND TREATMENT. W. D. Reid, A. B., M. D., Chief 
of the Heart Clinic at the Boston Dispensary. 351 pp., 
32 illustrations. .Price $6.00. J. B. Lippincott Co., 
Philadephia, Pa. 
This book incorporates the best of the new knowl- 

edge with that which may be said to have stood the 

test of time. 


Brief enough to be attractive to those whose op- 
portunity to read upon a single aspect of medicine 
is limited. 

It is uniquely arranged to present heart disease 
the condition of the mycardium, rather than by 
anatomical lesions which may be common to various 
types of heart affections. The new classification is 
from an etiological, a functional, and a structural 
viewpoint. 

The action of syphilis on the heart is described in 
a single chapter, instead of in one place for aortic 
insufficiency, in another for the myocardial changes, 
etc., thus bringing together all of the data pertaining 
to one subject in one place. 


Gives the reasons, as far as is possible, for the 
signs and symptoms mentioned, making a special 
effort to be clear. 

Bedside diagnosis—in so far as it can be made 
in the cardiac arrhythmias is fully described. 


Functional ability of the heart is determined by 
the condition of the myccardium, rather than by 
the valves, and its importance is emphasized. 

Digitalis and the method of giving it in relation 
to the patient’s body weight, etc., is fully detailed. 

Quinidine Sulphate and 
fully described. 


The use of electrocardiograph and polygraph are 
elucidated, but not allowed to crowd out the non- 
instrumental methods of diagnosis. 

The case histories are from the author’s practice, 
and are fully detailed. 

Full references to literature are given to enable 
the reader to secure further information on any 
subject desired. 


its therapeutic use is 
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It is fully illustrated, and the tracings were made 
by the author in the Heart Laboratory of the Boston 
City Hospital. 


The index is especially complete. 


INFLAMMATION IN BONES AND JOINTS. Leonard 
W. Ely, M. D., Stanford University. Cloth, 480 pp., 


144 illustrations. J. B. Lippincott Co., Philadelphia, 


Pa. 


Covering the subject of bone pathology in a 
creditable manner and discussing from that point the 
various diseases of bones and joints, this text com- 
piles an able treatise upon the diseases of these 
osseous structures. It is based upon present day 
knowledge and amplified by the author’s observa- 
tions and studies made at the Stanford University. 
In doing so he has succeeded in presenting a text 
of merit and an addition to our literature that is 
very acceptable. 


DISEASES OF THE RECTUM, ANUS AND COLON. 
By Samuel Goodwin Gant, M. D., LL. D., Professor 
and Chief of the Department for Diseases of the 
Colon, Anus and Rectum at the Broad Street Hospital, 
Graduate School of Medicine, New York City. Three 
octavo volumes, totalling 1616 pages with 1128 illus- 
trations on 1085 figures and 10 insets in colors. 
Philadelphia and London: W. B. Saunders Company, 
1923. Cloth, $25.00 net. 

At last we have a most superb and valuable text 
on Diseases of the Rectum, Anus and Colon. A text 
that is bound to be of exceptional value to special- 
ists and practitioners. A text complete, and prac- 
tical, covering anatomy, history, etiology, pathology, 
symptoms, diagnosis treatment and post-operative 
care. It is a text newly written from cover to 
cover by an author of eminence and recognized 
authority. A text that is wonderfully illustrated 
with cuts that are clear and intimately pertinent to 
the text thus tripling the value of this work. The 
text represents a most painstaking clarity in its 
descriptive ‘and discursive trend, you seek, you 
are told and no doubt remains. You are instructed 
in fullest detail. This work is Dr. Gant’s master- 
piece and the like does not exist. ‘It at once as- 
sumes the pre-eminent position which it deserves 
in our medical literature. It is a masterly pro- 
duction, the result of the author’s labor for years 
and his personal experience. There is no text on 
the subject wherein the discussion so well advises 
the student and physician. No medical library is 
‘complete unless it contains this modern text. We 
commend most heartily and urgently. 
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